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I speak as one who has chosen to specialize in medicine, and, 
therefore, one whose point of view may be distorted. All that I 
may say can easily be discounted in the beginning if one chooses 
to do so, but I believe I see the situation fairly clearly and that | 
can judge it dispassionately. 

The present tendency in the teaching of medicine is to separate 
the basic courses from the special courses ; to confine the work of 
the undergraduate years to the basic courses, leaving the special 
courses for postgraduate work. This has been made necessary as 
a result of the condition which arose from the zealous crowding 
in of courses in specialized medicine to the serious detriment of 
basic training. This burdening of the curriculum worked badly 
in both directions. It took away time from basic courses without 
greatly profiting the specialties, as the time that could be allotted 
to any one specialty was so small as to be inadequate. Ground that 
would require a year to be covered adequately had to be crowded 
into the space of a few weeks. This created serious difficulties for 
the instructor and almost damnation for the student. The present 
tendency, therefore, to confine the medical undergraduate years 
more closely to so-called basic courses, will be generally approved, 
I believe, although the question immediately arises as to what is 
basic and what should be considered special. 

My own view is that courses in formal psychiatry, such as are 
now generally given in the medical schools, are to be considered as 


* Read at the joint meeting of The American Psychiatric Association, and 
The American Psychopathological Association, Cincinnati, Ohio, June 3, 1927. 
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special. Problems of mental disease arise in the practice of every 
physician, and, therefore, every medical student should have some 
instruction in psychiatry. Problems of mental disease, however, 
are not the problems that the practicing physician meets most fre- 
quently, and, therefore, the teaching of formal psychiatry should 
not encroach too seriously upon the time that should be given to 
those conditions with which the physician will have to deal daily. 
Elaborate courses in formal psychiatry, by which I mean instruc- 
tions in the signs, symptoms, etiology and treatment of the vari- 
ous mental diseases, with emphasis upon the finer points in 
differential diagnosis, should not be given to the detriment of in- 
struction in conditions to be met with more commonly. It is more 
important that the general physician be able to diagnose a gastric 
ulcer or a mitral stenosis than it is that he be able to differen- 
tiate between dementia praecox and manic-depressive insanity. 
This seems to me but common sense. Medical education, how- 
ever, has not been built on the basis of common sense, nor are the 
enthusiasms of specialists likely to be founded on common sense. 
Common sense would indicate that before planning a course of 
instruction either for a profession or a trade, the question should 
be raised as to precisely what the person is to be required to do 
after he has entered upon his profession or trade. The manufac- 
turer, stimulated by a business sense and the necessity of making 
an accounting, has developed what is called a job analysis. He 
has found this of great value in giving him a clearer understand- 
ing both of the type of person to be sought for the various jobs 
in his establishment and the precise training necessary properly to 
equip an individual to meet adequately the demands of the job. 
Job analysis—precisely what does a given worker do; just what 
is expected of him?—is now a common practice in the industrial 
field and is arousing growing interest in some professional groups.* 


* The first professional group to study their work from the point of view 
of job analysis is, so far as I know, the social workers. The Research Com- 
mittee of the American Association of Social Workers began a series of such 
analyses in 1922. Three vocational reports have been made: Vocational 
Aspects of Psychiatric Social Work; Vocational Aspects of Family Case 
Work; Vocational Aspects of Medical Social Work. The committee now 
has ready for publication “What Does the Social Worker Do?” which is a 
job analysis of family case work, medical social work and psychiatric social 
work. It is the plan of the committee to continue these studies until the 
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Such an analysis has never been made of the practice of medi- 
cine. Although medical schools have been training physicians for 
a hundred and fifty years in this country, no study has ever been 
made to discover what actually a physician has to do once he 
enters the practice of medicine. Training has now been controlled 
by scientific idealists and now by (in any given faculty) a few 
“ practical” men, who judge the needs by their own enthusiasms 
and necessarily narrow practical experience. Neither in the one 
instance nor in the other nor in the compromises that are some- 
times worked out has real consideration, based upon accurate 
knowledge, been given to what is the crux of the whole matter— 
what actually constitutes the job of being a physician—not 
what should it be, what would we like it to be, but what it is. 
Fortunately a group * is now at work upon this very problem 
and we may look forward to their report with hope that it will 
throw considerable light upon how physicians can be trained to 
meet most competently the medical problems that will eventually 
constitute their practice. 


field of social work has been covered. In this connection also attention may 
well be called to a bold departure on the part of psychiatric social workers 
from the usual timorous and defensive attitude maintained by most profes- 
sional groups in analysis of self in relation to job, technique and method. 
All professional groups discuss critically their professional techniques and 
methods; I know of no other group that has carried the discussion the fur- 
ther step (an all important step) of analyzing the relation of the worker 
himself to that technique or method. While it might have been expected that 
the psychiatrist would be first to do this, it has not been so. It has taken a 
younger and probably more vigorous profession with less professional prestige 
to maintain. The psychiatrist takes himself for granted and applies his 
knowledge, technique and method to his patient. He does not consider—there 
are exceptions, of course—the personal relation of himself to that technique 
and method. See “ How Case-Work Training May Be Adapted to Meet the 
Worker’s Personal Problems” by Grace F. Marcus (Mental Hygiene, 
Vol. XI, No. 3, July, 1927) ; “1926 Emphases in Psychiatric Social Case- 
Work” by Alice M. Leahy (Mental Hygiene, Vol. X, No. 4, October, 
1926) ; “ The Psychiatric Social Worker’s Technique in Meeting Resistance” 
by Marion E. Rannells (Mental Hygiene, Vol. XI, No. 1, January, 1927). 
* Commission on Medical Education, under the auspices of the Association 
of American Medical Colleges, Willard C. Rappleye, M. D., Director. 
Another angle of medical practice, “ The Economic Factors Affecting the 
Organization of Medicine,” is being studied by a Committee of Five: Win- 
ford Smith, M.D., Chairman, Michael M. Davis, Walton H. Hamilton, 
C.-E. A. Winslow, Lewellys F. Barker, M. D., H. H. Moore, Secretary. 
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For reasons that are easily understood, medical education on 
the clinical side has largely been dominated by surgery and this 
without regard to the actual needs of the situation. Other allot- 
ments of time have likewise frequently been dependent upon 
faculty and local medical politics and influence rather than upon 
objective consideration of what students should be trained for. 

An analysis of the practice of medicine would probably show 
that the average practicing physician has presented to him more 
problems in pediatrics than in orthopedics ; more gastric conditions 
than tropical diseases; more obstetrical conditions than mental 
diseases. In planning courses these things should be taken into 
consideration and, so far as these quite obvious examples are con- 
cerned, they are to some extent. In our own field we are just as 
indifferent to these considerations—the needs of the average prac- 
ticing physician—and probably with less excuse, for we have not 
been without knowledge of the problems met by the physician in 
practice. There is no question but that the physician must deal 
more frequently with neuroses than with psychoses or organic 
neurological conditions and yet, in courses in psychiatry and 
neurology, almost the entire emphasis is upon psychoses and or- 
ganic neurological conditions, while the neuroses are given rela- 
tively scant attention. 

Formal psychiatry should take its proper relative place in a 
schedule that could be worked out on the basis of an adequate 
job analysis. Such an analysis would probably place formal psy- 
chiatry as a specialty. 


But this does not conclude the matter. Certain psychiatric 
material is basic to all medical teaching. We largely deceive our- 
selves as to the adequacy of modern medicine in meeting the 
health needs of the community. We are not as successful as we 
permit ourselves to believe. We have been blinded by certain 
brilliant achievements. Achievements in the field of surgery, the 
control of infectious diseases, the treatment of diabetes and 
syphilis have been brilliant. But these cannot stand for medicine 
as a whole. The practice of medicine, it is probably safe to say, 
is not meeting successfully the majority of health needs—and 
this is not because medicine could not meet these needs more 
adequately, but because physicians are not prepared in the medi- 
cal schools to deal efficiently with the health problems that will 
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be presented to them. Meanwhile, they wait in their offices for 
someone to come along who will present a condition they have 
been taught to understand. One is willing to take the risk in 
saying that the majority of people incapacitated at any given 
time are not incapacitated as the result of physical illness, as that 
term is generally conceived. 

Recently three young physicians have come to me to discuss 
problems of practice. Each is a graduate of one of the leading 
medical schools of the country, is practicing in a large eastern 
city and has been in practice some seven or eight years. Each 
said essentially the same thing: “Eighty per cent of my prac- 
tice consists of neuroses and most of the rest of it of common 
colds. I can do a little for the colds, but what am I to do with 
the neuroses?” “‘ And what do you do?” “TI give each patient 
as good a physical examination as I know how. When I am 
convinced that there is no physical basis for their complaints, 
I do various things. Some I try to reassure, some to persuade, 
some I scold and treat brusquely, or I fiddle with their diets or 
their hours of sleep and recreation and urge them not to worry.” 
“And the result?” “They stay with me for a while; some seem 
to get a little better but usually not for long and never get well; 
some get no better; and most of them sooner or later I cease to 
hear from.” 

The situation in the practice of these three men may not be 
representative and yet it is probably not far from representative. 
Each is a competent physician, trained in a medical school, con- 
sidered by many an almost ideal school. Each is competent to do 
many things he is never or seldom called upon to do; but he is 
not competent to do the very things he is daily asked to do— 
and for which he is paid an excellent fee. It might be added 
that each of these men had also a conscience. Each admitted that 
he knew nothing about neuroses but that he had to pretend to; 
that he took money for what was little more than medical fakery 
and that he did not feel comfortable in the situation at all. Each, 
of course, wished me to tell him in the course of half an hour 
just what to do with his “ neuroses ’’—as one might give a less 
experienced colleague a favorite prescription for coryza—showing 
as well as could be how completely lacking in any understanding 
of the neuroses they were. 
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Referring their patients to others who did understand the prob- 
lem involved was suggested, but this was not acceptable because 
(1) there was no one available in whom they had sufficient confi- 
dence ; (2) because if they did they would cease to make a living. 
The obvious suggestion was then made. If neuroses form such 
a large part of your practice, then why not learn something about 
the neuroses? This is exactly what they wanted to do and why 
they had come to me—to have me explain to them in a few min- 
utes all about the neuroses and to tell them how to “ read up” on 
the subject. 

When a minimum plan of training was outlined for them, how- 
ever, whereby they could become reasonably adequate in the treat- 
ment of neuroses and thereby make an honest living, they ob- 
jected. Each admitted that if he planned to enter upon a surgical 
practice he would not think of doing so without first devoting a 
period of time to further training in surgery, but in entering upon 
a psychiatric practice, he could not see the necessity, for after all 
nothing was wrong with these patients. (Sic!) Each then be- 
came defensive and began to blame the patient. Each tended to 
assert that after all he was a competent physician, well trained by 
the best medical school in the country, and if the right patients did 
not come along then somehow it was their fault and not his. 

One sees these discrepancies between training and practice else- 
where. Neurologists will frequently admit that as much as 70 per 
cent of their private practice consists of functional neuroses—yet 
it is probably not far wrong to say that in their training 9o per cent 
of their time was given to the study of organic neurological condi- 
tions and Io per cent to an understanding of the neuroses. The 
discrepancy shows in the results—to the physician’s gain, the 
public’s loss. Psychiatrists sometimes find it difficult to under- 
stand why they are not considered competent for work in child 
guidance and other extramural clinics. But the reason would seem 
obvious. Why should a man 100 per cent of whose psychiatric 
training, or at least 99 per cent of it, has been in frank mental 
disease of adults, be considered competent in a field where 99 per 
cent of the problems will be behavior disorders and developmental 
emotional problems of children and 1 per cent or less problems 
of frank mental disease ? 
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The medical profession must take to itself considerable respon- 
sibility for the growth of ill will against it and the development of 
fraud. Right is far from being entirely on the side of medicine. 
Much complaint is ignorant and unfair, to be sure, but too much 
is just. Men and women who go confidently to a physician with 
their illness only to find after the expenditure frequently of con- 
siderable sums not only that the physician has not understood their 
condition and that they are no better, but that his interest in them 
and cheery manner have been simulated to cover annoyance and 
disgust (not of himself but of them), do not often become bitter 
and antagonistic at once. They are surprisingly fair if not naive. 
There are physicians and physicians. The profession is sound; 
they were unfortunate in having selected a poor one. They 
go to another, and another, and another. Their confidence is 
pathetic and should cover medical men with humiliation. It is 
only after they have been deceived for years that eventually they 
become embittered and charge the medical profession—as they 
have a right to do from their experience—with being composed 
of mercenary ignoramuses if not fakers. In their helplessness 
and need they turn to individuals who are indeed professional 
fakers, but not altogether fakers so far as the special condition 
of these particular patients is concerned—and they frequently 
find considerable relief from their difficulties. Quackery feeds 
largely, of course, upon the ignorant and gullible and only time 
can do away with this as accurate information in regard to health 
and disease becomes more generally circulated (for years the 
medical profession disapproved of the dissemination of such in- 
formation and a considerable number still disapprove—digging a 
pit for themselves and fertilizing the ground for the quack) ; but 
the most important contribution to the quack—because more often 
than not he is intelligently if not medically informed—is made by 
the medical profession through attempting to treat patients, the 
nature of whose illness they have never been taught to under- 
stand. Indeed they cannot free themselves from their own neu- 
roticisms as they free themselves from other illnesses; but here 
again it is the patient who pays more abundantly as the physician 


gets his own symptoms and reactions inextricably mixed with 
those of the patient. 
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It is not difficult to understand why this situation exists. 
Although the number of individuals who suffer from neuroses or 
who magnify or prolong the duration of physical illnesses through 
neurotic reactions is larger than those actually suffering from 
physical illness, the medical profession has been little interested. 
Medical science and medical art are not separate from but are an 
integral part of general culture. Since men have been men they 
have been preoccupied with death and the chief function of the 
physician has been—since before he was a physician, in the mod- 
ern sense, but a barber or medicine man—and still is, to rescue 
men from death. Those illnesses that kill have interested all men 
most and likewise the physician. Neuroses do not kill. The inter- 
est of the physician has been and is merely expressive of the gen- 
eral cultural level. 

With an increase in knowledge and a wider dissemination of 
knowledge, there is taking place a, perhaps slight, but nevertheless 
perceptible change in cultural level and this, too, is reflected in 
the field of medicine. Spirits, hell, damnation, death, do not hold 
for intelligent men and women the fear they once did. The view 
that life need not be a “ vale of tears ” but quite worth the living 
for itself alone—an ancient but distinctly minority view—has 
gradually been replacing the earlier more fearful view and its 
effect upon the general cultural level becomes noticeable as it be- 
comes more nearly a majority view. Though no longer feared, 
premature death will never be welcomed by emotionally healthy 
people, but death may yet come to be welcomed as a reward and 
fulfilment of an active life. The art of living, therefore, becomes a 
center of interest rather than the art of defeating death.’ 

This change in cuitural level is just beginning to be reflected 
in medicine. The growth of interest in preventive medicine is a 
part of this, although it belongs more to the older than the newer 
philosophy. The object of preventive medicine is not so much 
that people may live as that they may not die. Interest is not in 
life as such but in an earlier defeat of death. How people may 
live, whether in fact there is anything gained either for the indi- 
vidual saved from death or for others, is no concern—and should 
not be if through a single-minded purpose it is to work out its full 
possibilities—of preventive medicine. It is enough that individuals 
do not die. 
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More noteworthy is the interest, more recently making itself 
felt, in health for its own sake, the effort being directed to the 
realization of the full development of the potential of the indi- 
vidual; and this not so much to defeat death as to enhance life. 
Medical investigation and instruction are still preponderately di- 
rected at death and will long remain so, probably always should 
remain so, but an increasing interest in investigation of and in- 
struction in the possibilities inherent in physical, nervous and 
mental structures for living is to be expected, as the science and 
art of medicine continue to reflect cultural growth. 

All this, I feel, has a bearing upon the subject we are discuss- 
ing, the relation of psychiatry to the teaching of medicine, as 
shown through a possible job analysis. We can make safely the 
following observations: 

The average general practitioner has presented to him more 
problems of internal medicine than of mental disease (psychoses). 

But every cardiac case is not a gastric case—after a prelimi- 
nary examination, the stomach can largely be ignored. 

Every gastric case does not have a cardiac involvement—the 
heart can be ignored. 

However, in every cardiac case there is an emotional reaction 
to the situation—sometimes more, sometimes less—the stomach 
may be ignored but the emotional situation cannot be. 

In every gastric case there is an emotional reaction to the situa- 
tion—sometimes more, sometimes less—the heart may be ignored 
but the emotional reaction cannot be. 

Our clue as to what is basic, therefore, lies here. The extreme 
behavior of all psychotic patients is not basic; the behavior reac- 
tion of the patient free of a psychosis, but ill of a physical disease 
is basic. Knowledge of the different types of paraphrenia or of 
dementia precox is of little importance to the general practi- 
tioner. It makes little difference whether he can differentiate be- 
tween dementia precox and manic-depressive insanity; it makes 
considerable difference whether he has some knowledge of temper 
tantrums, anxieties, fears, and the common emotional reactions 
to be found in every patient who comes to him. It is this material 
from the field of psychiatry that is important to the general 
practitioner. 

49 


r 
d 
s 


698 PSYCHIATRY AND MEDICAL TEACHING [ March 


But how is this to be taught? We have gained knowledge in 
this field by studying partial and special reactions as exhibited 
by those seriously ill of mental disease. The less complicated situ- 
ation in which these reactions are found has made easier the gain- 
ing of knowledge. Considerable knowledge has been gained and 
it is now possible to reconstruct with a fair degree of accuracy the 
development of the emotional life, personality and character of 
the individual, and to point out the types of experiences that may 
inhibit or distort that development. In the teaching of psychiatry 
at the present time the same course is pursued as has been fol- 
lowed in the obtaining of knowledge. I believe that the method 
should be reversed. 

The medical student will profit more if, instead of beginning 
instruction with the psychoses or with a demonstration of patho- 
logical reactions exhibited by patients with psychoses, instruction 
is begun with the simpler emotional reactions and the development 
of the emotional life reconstructed for the student. There should 
probably be a step preliminary even to such instruction. It is man 
who is to be discussed ; man as he actually exists, not a phantom 
man. This man is a reality to all too few and it is not to be 
assumed that he is a reality to the medical student. The medical 
student is likely to be more objective than many of his university 
fellows, but his objectivity will frequently be found well depart- 
mentalized or compartmented. A tube of urine is a tube of urine. 
He does not sentimentalize about hearts, lungs, livers, muscles or 
nerve tissue. These are real to him. 

But the individual as an individual, man as a man, is not so 
real. His man is a non-existent, unreal man built up of odd bits 
of religious, ethical and moral dicta and held together by his own 
personal emotional reactions to experiences with men. It is thus 
a fictitious man, who may have little relation to man as he actually 
exists, that he brings to the class room to study. This matters little 
in most of his courses in the medical school, but it matters a good 
deal when it comes to the subject of psychiatry which will deal 
with the behavior of man; not alone the behavior of an organ but 
of the man as a whole; and again, not alone the total man as an 
isolated physical unit, but man in an environment, man in his 
social relationships and therefore man in his moral, ethical and, 
perhaps, religious relationships. These relationships can be de- 
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picted to little purpose except as regards man as he has been and 
is. This man must be built up for the medical student as well as 
for any other student and a preliminary course in psychiatry may 
well begin, it seems to me, in a cogent review of material from 
anthropology, biology, physiology, comparative anatomy and other 
basic sciences, until the student has before him the precise man 
who is now to develop an intellectual and emotional life, establish 
social relationships and build codes of morals, ethics and religions. 

In this course the development of the emotional life should be 
stressed although the interrelation of physical and intellectual fac- 
tors should be kept constantly in mind—the development of emo- 
tional reactions, types of response, conditioning of these responses 
by the family environment (part played by father, mother, older 
and younger children), the development and use of such mental 
mechanisms as identification, projection, introjection, punishment, 
compensation, and the like; the use of these by the child, the 
further use and elaboration by the adolescent, the still further 
use and elaboration by the adult. From this can be reconstructed 
the various behavior types, working again from the simple to the 
complex and with consideration of the interplay of physical, intel- 
lectual, social and economic factors. Emphasis should be upon 
the more, so-called, “ normal” types and the relation of these to 
social situations, social concepts, laws, morals, ethics, to medicine 
itself and to students themselves. With further elaboration the 
field of the neuroses and functional psychoses can be entered 
although little more than an orientation should be attempted. The 
material up to this point is material that every physician must deal 
with daily; beyond this point the material becomes special. 

By means of such a course the student may gain some under- 
standing of himself—which he needs as much as he needs under- 
standing of his patient. In fact, the one is not completely possible 
without the other. He may come to understand, as he has never 
done, his own emotional reactions, his own response to his patient 
and his patient’s response to him. He may gain understanding 
of the emotional factors in the life of his patient that defeat his 
best efforts, or that accentuate or prolong the illness. He may 
even learn how to cure a gastric condition or give advice about 
a cardiac condition without causing greater and more permanent 
damage than had already been done by the condition itself. A 
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course of this kind should make it possible for the physician to 
deal more adequately with the behavior problems of children that 
are more and more frequently being brought to him. It should 
make for a better understanding of the work of the psychiatrist 
in the hospital and the community and lead to a more sympathetic 
and intelligent cooperation with him. It should serve as a founda- 
tion for a more elaborate study of the neuroses and psychoses in 
the clinical years, continued in the postgraduate years if desired. 

A course of this kind, it seems to me, is basic to all medical 


training and should be given in the first or second year of the 
medical course. 


SOME CONSIDERATIONS OF THE SIGNIFICANCE OF 
PHYSICAL CONSTITUTION IN RELATION 
TO MENTAL DISORDER.* 


3y HERMAN M. ADLER, M.D., anp GEORGE J. MOHR, M.D. 


Kretschmer’s emphasis of physical types and his attempt at 
formulation of a relationship between physical type and psychosis 
has given new impetus to the consideration of constitution in rela- 
tion to mental disorder. It has seemed worth while to scrutinize 
the concept of physical types somewhat closely. It may be well, 
at the outset, to do full justice to Kretschmer’s more specific for- 
mulation of what he terms “ type.” 

Kretschmer’* states, “ The important idea about a type is that 
it possesses a firm center but not hard and fast boundaries. Types 
as a rule can only be determined intrinsically ; we cannot mark 
their boundaries. By ‘type’ we mean a nucleus of more distinct 
and among themselves quite firm formations which have been 
deliberately lifted out from a sea of progressive transitions. This 
holds good for a racial type, as well as a personality or clinical 
reaction type.” 

Kretschmer conceives his physical types as existent among 
normal and psychotic individuals,’ and emphasizes the relation- 
ship of physique to the normal temperaments, which he describes 
as primarily schizothymic or cyclothymic. He further describes 
the asthenic, athletic, dysplastic physical types which he relates 
to the schizothymic temperament and to schizophrenia, and the 
pyknic physical type, which he considers of significance in rela- 
tion to the cyclothymic temperament and to manic-depressive 
insanity. 

In a study among convicts * an attempt was made to determine 
whether by use of the criteria given by Kretschmer it was possible 
to differentiate these physical types and, further, to relate physical 
type to the “temperament ” of the men observed, in accordance 
with Kretschmer’s formulation. Two hundred and fifty-four con- 


* Read at the joint meeting of The American Psychiatric Association and 
The American Psychopathological Association, Cincinnati, Ohio, June 3, 1927. 
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victs were inspected, described, and subjectively classified as of 
athletic, asthenic, pyknic, mixed forms, or placed in an unclassi- 
fied group. These men were also measured and the physical mea- 
surements compared with the average measurements given by 
Kretschmer for his group. 

There was no difficulty in finding forms which, as subjectively 
judged, corresponded very closely with those described by 
Kretschmer as asthenic, athletic, and pyknic. However, there were 
apparently many mixed forms, especially among the athletic and 
asthenic groupings, so that no precise discriminations were possi- 
ble. Similarly, with respect to measurements, there were all de- 
grees of divergence from the given Kretschmer averages even 
among those men who, subjectively, conformed fairly closely to 
the criteria for type. When distributions of height, weight and 
various circumferences were made, normal distribution curves 
were obtained in which, for the most part, the asthenic men 
ranged themselves at one extreme of the curve, the pyknic men 
at the other, with the athletic occupying an intermediate position. 
On the basis of physical measurements, then, no specific criteria 
were obtained by which the men could be differentiated as to physi- 
cal type with precision. A crude index of build (the sum of 
the measurements of the chest, abdomen, and hip circumferences, 
and of weight, divided by the measure of the height) was helpful 
in eliminating some of the men who occupied intermediate posi- 
tions, so that it was possible to select subjects from the subjec- 
tively classified groups whose measurements closely conformed to 
averages similar to those given by Kretschmer. Overlapping of 
measurements between the groups was not, however, completely 
eliminated. 

We may say, then, that it is quite possible to detect the physical 
types as described by Kretschmer in our convict group, that these 
cannot be differentiated with any degree of precision, and that 
there is a progression of physical characteristics from those that 
define the asthenic, through those of the athletic, to those of the 
pyknic build. It would seem, then, that even Kretschmer’s loose 
concept of type should not be adhered to, as there is no evidence 
of there being anything but a progression of characteristics in 
accordance with a normal distribution. 
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Small groups of men who conformed most closely to the as- 
thenic, athletic and pyknic descriptive concepts and whose mea- 
surements were least divergent, were selected for further study. 
Performance tests were selected which were thought to have possi- 
ble significance in discriminating between so-called cyclothymic 
and schyzothymic characteristics. Since disturbance in attention 
and in the associative processes are characteristic of schizophrenia, 
and might, therefore, be scrutinized among normal schizothymic 
individuals, tests for attention and tests that might be significant 
in relation to the associative processes were included. Tests re- 
ported by van der Horst” as demonstrating marked performance 
differences between the physical forms, both normal and psy- 
chotic, were also utilized. These were tests of reaction time with 
and without distraction, tapping rate, and the measure of the 
speed of rotation of a color mixer at which fusion of the colors 
occurred. In addition, performance on intelligence tests, on an 
information test, and various speed tests was noted. 

Significant differences in performances of the men in the three 
physical groups were found. In intelligence, as measured by the 
Army Alpha, the asthenic men were distinctly higher, as they 
were also in tests for speed of reaction and speed of performance. 
In such tests, the athletic men usually occupied a position inter- 
mediate to that of the asthenic and pyknic men. In tests of atten- 
tion and in tests thought to be of significance in formation of new 
habits, or new associations, the asthenic men do poorly. It is in 
just these fields that, clinically, disturbance is noted among schizo- 
phrenic patients. 

Among those investigators ‘ who have attempted to clarify rela- 
tionships between physique and psychosis, there is quite general 
agreement that the pyknic build actually is associated with manic- 
depressive insanity. This relationship cannot readily be accepted 
as a specific one, since it is very easy to find numerous reports of 
manic-depressive patients with distinctly non-pyknic physique. 
When observations of numerous and widely separated investiga- 
tors are grouped together, as has been done by Gruhle, there is 
little room for doubt as to some sort of relationship. Difficulties 
in recognizing the so-called type, and its probable late develop- 
ment into the mature form, as well as presence of admixtures, 
add to the confusion. 
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If we turn for a moment to a “ type”’ which we have neglected 
it is to be noted that Kretschmer proposes in his classification a 
“ dysplastic” type. Wertheimer calls attention to the fact that 
this physical form can hardly be considered in relation to the 
other physical forms described, the asthenic, athletic, and pyknic. 
These three latter are dependent upon what may be best consid- 
ered “normal” variables, while the dysplastic type includes forms 
which we recognize as products of endocrine-gland disturbance, or 
possibly as dependent upon accidental hindrance to the normal 
developmental process or disease processes. Functional distur- 
bance as well as structural variation is interjected; qualitative 
rather than quantitative distinctions are utilized. 

Kretschmer is emphatic in closely relating the dysplastic form 
to schizophrenia. Other investigators agree in this, and too, in 
noting that dysplastic forms are not found among manic-depressive 
patients. The implication of various functional deficiencies or 
peculiarities among dementia przcox patients has been the object 
of much study from many angles of approach. Naturally the en- 
docrine glands have been most vigorously attacked as offering 
possibilities for explanation of supposed structural or functional 
peculiarities specific for dementia precox. Unfortunately such 
investigations rarely have been comprehensive enough or suffi- 
ciently controlled to carry much conviction. The histo-pathological 
approach has been consistently hampered by the difficulty or im- 
possibility of demonstrating that changes found in the various 
organs have any specific relationship to dementia precox. Such 
work as that of Mott meets these obstacles. Similarly biochemical 
studies have yet to be developed to the point where any convincing 
evidence of unique types of functioning are demonstrable for the 
dementia przcox patient or for other psychotic groups. The 
rather elaborate enquiry of Langfeldt* into the status of the en- 
docrine glands and autonomic system in dementia przcox resolves 
itself into a statement that the disturbances in catatonia can be 
explained on the basis of a constitutional anomaly, status thy- 
molymphaticus. Low blood pressure, slow pulse, evidence of 
vagotonia and lymphocytosis are the findings suggestive of this 
condition. 

The psychiatric classification has been somewhat confused by 
the existence of diverse clinical entities. Some of these seem to 
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fit the concept of disease, others do not. Among the latter are espe- 
cially to be noted mental deficiency, paranoia, and so-called psy- 
chopathic personality. Mental deficiency was assumed to have 
been solved with the introduction of the modern methods of men- 
tal testing, but it now turns out that this was only a hope. Mental 
deticiency, whether in the legal or the psychiatric sense, cannot 
be determined merely by mental rating. There are other and per- 
haps more essential elements which escape these tests. The same 
difficulties exist in connection with the other two groups. It is 
sometimes impossible to decide whether a personality trait which 
has certain anti-social implications represents the existence of an 
underlying pathology justifying a diagnosis of psychopathic per- 
sonality or paranoia, as the case may be. 

Similarly, in connection with dementia przcox one sees in many 
individuals manifestations which strongly suggest the precox type 
of personality and reaction, so that Bleuler has been led to con- 
clude that the majority, 85 per cent, of the population are schizoid 
if not schizophrenic. This approaches the popular semi-humorous 
statement that “ everybody is more or less insane.” 

Bostroem * points out that Bleuler’s “ schizoid” implies a quan- 
titative variable, in contradistinction to the Kraeplinean quali- 
tatively unique “dementia precox.” At the same time, the 
“process ’’ concept enters into the schizophrenia of Bleuler which, 
as Bostroem indicates, precludes a mere exaggeration of the schi- 
zoid type as an explanation of dementia precox. Psychological 
relations between the schizoid personality and schizophrenia are 
then superficial, and schizoid traits are not the symptoms of 
schizophrenia. 

We believe that the findings presented above, together with the 
experience in the field of mental deficiency, may throw light on a 
part of this problem. It is probable that in all these conditions we 
are dealing with two main relationships: First, that of quantita- 
tive distribution in mankind, of characteristics common to all men: 
and second, of qualitative differences which differentiate certain 
individuals from the rest of humanity. The first belongs to the 
logical category of “‘ more or less” and the second to that of “ all 
or nothing.” 

Intelligence is a quality which is common to all men. It is pres- 
ent to a greater or less degree in every individual. Barring path- 
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ology or accidental interference, the distribution of intelligence 
in a large group should present a normal curve of distribution. In 
the case of the draft army and in the case of population in general, 
it does not present a normal curve, but the distribution shows a 
skew to the lower end. There seem to be more individuals of low 
intelligence in a community than of high intelligence. The expla- 
nation of this is probably that added to the increment of normal 
distribution, there is a further increment due to pathology. It is 
probable, therefore, that there are two kinds of mentally deficient 
individuals: First, those who are low because of normal varia- 
tion and therefore may be healthy though stupid; and second, 
those who are of low intelligence because of disease, deformity, or 
accidental injury. The first group would belong to the “ more or 
less” category, and the second to “all or nothing.” 

In the case of mental deficiency we have available accurate 
information because of the relatively precise methods of mental 
testing. In the case of many personality traits which have to be 
considered in connection with dementia precox and with paranoia 
and psychopathic personality, we have no such criteria. There 
are many traits, however, which appear in these conditions which 
are common traits of all mankind and arouse interest merely 
because of their exaggeration in a given case. The egocentric 
traits are observable in practically all mankind and were a mea- 
sure available it might be possible to range a community in a 
curve of distribution. Paranoia then would be found at one end 
of the scale, and, as in mental deficiency, it would probably appear 
to consist of two increments, the first, that of normal variation; 
the second, that of superimposed pathology. What the proportions 
of these two increments would be is, of course, impossible to say. 
At any rate, there can be no doubt of the fact that the problem of 
the abnormal increment is a most important one. This logic will 
be supported by many further findings. The indications of the 
present investigations are that the relationship between physical 
traits and personality presents a continuous curve of distribution. 

We come then to the following conclusions: 

1. Among normal and psychotic patients we may recognize 
various physical forms that correspond to “types” as described 
by Kretschmer. 
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2. There is evidence that these forms in no sense constitute 
“types ” but that there is a normal distribution of physical char- 
acteristics that vary from those that define the asthenic to those 
of the pyknic build. 

3. Significant differences in performance of groups that are 
widely separated in the normal distribution, and that conform to 
the “type” criteria, are demonstrable. 

4. These performance differences are such as to associate the 
asthenic build with the so-called schizothymic temperament. 

5. Accumulated observations by many investigators apparently 
establish a relationship between pyknic build and manic-depressive 
psychosis. 

6. In the psychiatric categories here considered there are two 
elements: that of normal distribution of qualities common to all 
members of the group; and the characteristics not common to all 
the group but only to certain individuals affected by the various 
causative factors producing these characteristics. 


This is one of a series of articles by members of the Staff of the Illinois 
Institute for Juvenile Research, Chicago. Herman M. Adler, M. D., Direc- 
tor. Series C, No. 111. 
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NEUROPSYCHIATRIC ASPECTS OF LIPODYSTROPHIC 
DISTURBANCES.* 


By LLOYD H. ZIEGLER, A. M., M. D., 
Section on Neurology, 
AND 
CURTIS T. PROUT, M. D., 
Fellow in Neurology, Mayo Clinic, Rochester, Minn. 


Morgagni is credited with the first description of progressive 
lipodystrophy. In 1906 and 1907 Barraquer* and Campbell’ re- 
spectively described cases of this disorder. Simons* in 1911 
coined the term “ progressive lipodystrophy ” and defined it as a 
symmetric and progressive loss of subcutaneous fat over the face, 
neck, arms, thorax and abdomen with relative abundance of sub- 
cutaneous fat over the hips and lower extremities. It seems ap- 
parent from the cases thus far reported that there are various 
types of lipodystrophic disturbances, of which the progressive 
lipodystrophy of Simons is only one kind. 


ETIOLocyY. 


In a consideration of theories on the etiology of lipodystrophy, 
there are many reasons for crediting those involving a neurogenic 
cause. In the acute stages of the disease patients sometimes com- 
plain of weakness. It has been amply demonstrated that a diet 
composed chiefly of fats acts, by means of its ketogenic properties, 
chiefly as a sedative. It has also been observed that if the lymph 
from the thoracic duct is not allowed to go into the blood stream 
the animal becomes asthenic. Furthermore, when all pancreatic 
secretion (which contains most of the fat-splitting enzymes) is 
drained to the exterior, the animal dies in an asthenic state. 
Whether there is some alteration of fat metabolism which might 
disturb the integrity of the nervous system so rich in lipoids is 
unknown. It was with the idea of learning what effect, if any, 
lipodystrophy had on the behavior of the patient that this study 
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was undertaken. Are there any symptoms characteristic of it, or 
are there nervous or mental phenomena that are determined by 
this disorder? 

Several authors in reporting cases have mentioned the associa- 
tion of marked nervous or mental phenomena with lipodystrophic 
disorders. Christiansen* states that there is often a variety of 
vague complaints that are designated as neurasthenic or vasomo- 
tor, and that fatigue, headaches, palpitation and depression are 
not uncommon. Weber”* believes that neurotic phenomena may 
usher in the disorder but afterward the general health is not im- 
paired. Smith * has the idea that as a result of the emaciated ap- 
pearance of patients and the fear that they have tuberculosis, they 
frequently become apprehensive ; however, evidence of a definite 
causative relationship between fat dystrophy and mental change is 
lacking. Simons recognizes a nervous factor in the disease. 
Watson and Ritchie * believe that psychic changes are an effect of 
the disease rather than the cause, since most of the patients are 
bright and alert. 

Lipodystrophy is like acromegaly in that the appearance of the 
patient is changed markedly. Relatives and friends may be alarmed 
by the rather sudden transformation in the patient’s appearance. 
The cheeks become hollow ; the chest and arms become lean; and 
on the whole the expression is suggestively cadaverous. It is not 
surprising that, although the patient may make few or no com- 
plaints, dread maladies are feared. The alarm of parents has at 
times convinced the family physician that the child was suffering 
from tuberculosis or cancer and treatment has been instituted on 
such grounds. The self-consciousness of some patients, especially 
adults, concerning their appearance has changed their social 
outlook. 


REVIEW OF LITERATURE. 


In the literature on lipodystrophy, the reports of eighty-two 
cases were found, Of this group there were 24 males, 53 females 
and five in whom the author left some doubt as to the sex. 
The onset of the lipodystrophy occurred at from 2 to 48 years 
of age, and in some cases the disease had been present only 
a few weeks. In others it was insidious or occurred in more 
than one attack at various periods in life. There appeared to be 
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nothing especially significant in the family history of the patients. 
In the majority, the first sign of the disease was the loss of 
subcutaneous fat from the face and upper extremities. In only 
13 cases was there more than average deposition of fat on the 
hips and lower extremities. Of the entire group 15 were defi- 
nitely concerned about their appearance and were self-conscious. 
In 17 cases the friends or immediate members of the family were 
worried over the appearance of the patient. In eight cases there 
were rather marked nervous or mental symptoms which may or 
may not have been accounted for by worry over appearance. In 
43 cases the authors made no mention of abnormal behavior but 
confined themselves to discussion of the physical changes. Many 
of the patients were children too young for the appearance of 
some of the frank psychiatric disorders. 

It is significant that there was probably no case of frank psy- 
chosis in the group but that as a whole those showing nervous 
symptoms could well have been classified as psychoneurotic. Seven 
of the patients complained of “ nervousness,” four of insomnia, 
three of spells of depression, three of worry, two of irritability, 
two of restlessness ; and two were “ psychoneurotic.” One patient 
went through spells of excitement, another was emotionally un- 
stable, one was sleepy at the onset of lipodystrophy, one ate hair, 
one was oppressed by certain phobias, one was anxious, another 
seclusive, and in one there was temporary arrest of mental de- 
velopment. 

In the case reported by Wolff and Ehrenclou* there were 
periods of excitement and depression and prostration. Sprunt* 
spoke of two of his patients as “ psychoneurotic.” Long and 
Bickel * stated that their patient was unstable and irritable. Bos- 
ton’s “ patient was nervous, weak and had insomnia. One of us” 
has reported a case in which weakness, insomnia, tension about the 
chest and general nervous restlessness were marked. Mirallie and 
Fortineau’s ” patient suffered from insomnia and was the victim 
of phobias and morbid ideas based on her appearance. In one case 
reported by Marafion and Soler ™ the patient had been nervous 
from early childhood but was especially so after the onset of 
lipodystrophy. In other cases reported there were nervous phe- 
nomena in lesser degree. 

There is no neurologic syndrome regularly associated with 
lipodystrophy. No cases in which frank muscular dystrophy was 
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associated were reported despite the belief of some authors that all 
dystrophic disorders share a common origin. There was pain in 
five cases, headache in three, exaggerated reflexes in three, rotary 
nystagmus in two, tic of the face in two, and in one each: tender- 
ness, “ bands about the chest,” spells of tremor, optic neuritis, 
weakness of the arms, clonus of the left ankle, and absence of the 
right plantar reflex. 

From the array of general symptoms, signs, or diseases, one 
may infer that patients with lipodystrophy are subject to the same 
diseases that usually afflict humanity. Sixteen patients suffered 
from disorders of the thyroid gland, including “thyroid distur- 
bance,” enlarged thyroid gland, hyperthyroidism, myxedema and 
exophthalmic goiter. Weakness was a prominent symptom in 15 
cases, diarrhea in five, anorexia in four, anemia in three, hyper- 
trichosis in three, tetany in two, abdominal distress in two. Diabetes 
mellitus was present in three cases, menstrual disturbances in 
two and sensitivity to changes in temperature in two. The follow- 
ing conditions were found in one case each: asthma, dyspnea, 
fragile bones, blue sclerotics, enlarged spleen and liver, otitis 
media, cardiac disease and nephritis. No symptoms or group of 
symptoms was characteristic of the group. When more cases have 
been reviewed a relation to some other disease may become 
apparent. 


REporT OF CASES. 


Case 1.—This case illustrates first the concern of the parents about the 
patient and later self-consciousness of the patient about her appearance. 

When the patient was eight years old she was brought to the Mayo Clinic 
by her parents because they had been worried about her general health. She 
was pale, anemic, appeared old for her age and seemed generally weak. 
She appeared to have lost weight. Tuberculosis was feared. Aside from the 
fact that the patient did not appear well, there was nothing in the examina- 
tion which was significant. When she was 23 she returned to the Clinic 
to see if something could be done to give her a normal appearance. She 
was extremely self-conscious but was energetic and successful in her 
work. She had a profound distaste for mirrors and had to control a com- 
pulsive desire to break all mirrors she saw. Except for worry over her 
appearance a thorough mental examination disclosed nothing else of signifi- 
cance. Subcutaneous fat was absent down to the hips, but the lower 
extremities were normal. Leukocytosis was present on repeated tests. There 
was no evidence of tuberculosis. 


CasE 2.—This case is one in which progressive lipodystrophy was found 
incidental to examination made because of marked nervous symptoms. 
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A married woman, 42, came to the Mayo Clinic in 1927 seeking relief 
from many symptoms. The family history was irrelevant. The older of 
her two children was underdeveloped mentally, suffered from convulsive 
seizures and had cataract from infancy. The patient had always been well, 
ambitious, and inclined to work too hard. As nearly as she could remember, 
the subcutaneous fat left her cheeks when she was about 14 during an 
illness thought to have been typhoid. At this time the legs became weak 
and there were strange sensations in the abdomen. At 27 there was a 
nervous breakdown characterized by weakness, depression, dyspnea and 
feelings of oppression in the chest. Although she improved, she never 
entirely recovered from this breakdown. Her chief symptoms on coming to 
the Clinic were weakness, dyspnea, a feeling of tension in the chest, and a 
multitude of strange sensations in the abdomen and trunk. She feared that 
she might lose her mind. She presented marked variations from time to 
time. She was oblivious to the lipodystrophy. 

At examination, absence of subcutaneous fat to the level of the umbilicus 
was apparent. The hips were slightly enlarged. The spleen seemed to be 
palpable. The sugar tolerance curve suggested mild diabetes. The neurologic 
examination was objectively negative, and the mental examination gave no 
evidence of a major psychosis. The patient’s complaints and behavior seemed 
to be of a psychoneurotic nature. 

There are a number of cases in the literature in which lipodystrophy was 
found incidental to an examination for diseases other than nervousness. 


SUMMARY. 

Eighty-two reports of cases of lipodystrophy were reviewed. 
Fifteen patients were markedly self-conscious about changes in 
their appearance. In 17 cases the family or friends were worried 
about the patient’s health. In eight, nervous or mental symptoms 
were rather marked. In 43 no abnormality of behavior was noted. 

There seemed to be no psychiatric symptom-complex common 
to lipodystrophy, aside from self-consciousness and the tendency 
to share in the alarm of friends and relatives. Psychiatric symp- 
toms when present seemed on the whole to be psychoneurotic. No 
constant neurologic symptoms or signs were observed accompany- 
ing lipodystrophy. 

Although weakness is a usual symptom at one stage or another 
of lipodystrophy, no general symptom-complex or diseases can be 
considered closely related to it until more cases are available for 
study. 

Nervous symptoms in all cases resulting from self-consciousness 
Over personal appearance are not constantly present. No con- 
clusive evidence has been collected to support the theory that the 
integrity of the nervous system is affected by the disorder 

50 


714 ASPECTS OF LIPODYSTROPHIC DISTURBANCES [ March 


BIBLIOGRAPHY. 


1. Barraquer, L.: Histoire clinique d’un cas d’atrophie de tissu celluloadi- 
peux. Neurol. Centralbl., 1907, X XVI, 1072. 

2. Campbell, Harry: Case of trophic changes of obscure origin. Proc. Roy. 
Soc. Med., Sect. Neurol., 1913, VI, Part II, 71. 

3. Simons, Arthur: Lipodystrophia progressiva. Ztschr. f. d. ges. Neurol. 
u. Psychiat., 1911, V, 29-38. 

4. Christiansen, Viggo: Et nyt tilfaelde af lipodystrofa progressiva. Hosp.- 
Tid., 1915, VIII, 68-72. 

5. Weber, F. P.: Lipodystrophia progressiva. Brit. Med. Jour., 1913, I, 
1154-11506. 

—: Lipodystrophie progressive. Proc. Roy. Soc. Med., Sect. Neurol., 
1913, VI, Part II, 127-134. 

——: Lipodystrophia progressiva. Quart. Jour. Med., 1916-1917, X, 131- 


139. 
—: Lipodystrophia progressiva. Brit. Jour. Child. Dis., 1917, XIV, 
81-93. 


——: Lipodystrophia progressiva in male child. Brit. Jour. Child. Dis., 
1917, XIV, 179-182. 
Weber, F. P., and Gunewardene, T. H.: A new case of lipodystrophia 
progressiva. Proc. Roy. Soc. Med., Sect. Dis. Child., 1919, XII, 
Parts I-II, 13-15. 
6. Smith, H. L.: Lipodystrophia progressiva, with report of a case. Bull. 
Johns Hopkins Hosp., 1921, XXXII, 344-50. 
7. Watson, W. N. and Ritchie, W. T.: Progressive lipodystrophy. Quart. 
Jour. Med., 1924, XVIII, 224-245. 
8. Wolff, H. G., and Ehrenclou, A. H.: Trophic disorders of central origin. 
Jour. Am. Med. Assn., 1927, LXXXVIII, 991-994. 
9g. Sprunt, T. J.: Lipodystrophia progressiva: a report of two cases, one 
of which showed improvement under medical treatment. Tr. Col- 
lege Phys., 1923, XLV, 626-629. 
10. Long, Edouard, and Bickel, Georges: Consideration sur la lipodystrophie 
progressive; l’atteint du systém nerveux végétatif. Am. de. méd., 
1924, XVI, 107-124. 
11. Boston, L. N.: Lipodystrophia progressiva superior. New York Med. 
Jour., 1923, CX VIII, 668-673. 
12. Ziegler, L. H.: Lipodystrophies: report of seven cases. Brain, (In 
press). 
13. Mirallie and Fortineau, G.: Un cas de lipodystrophie progressive. Rev. 
Neurol., 1921, XX XVII, 847-848. 
14. Marafion, G., and Soler, J. B.: Progressive lipodystrophy and hyper- 
thyroidism. Endocrinology, 1926, X, 1-16. 


TW! 


Te 
sum 
mala 
part 
only 
of g 
culin 
spec! 
of t 
obse 
unde 
as il 
clini 
expe 
of tl 
unsf 
port 
incr 
forn 
with 
in 
tion: 
gen¢ 

It 
trea 
laid 
Wh 
The 


TWO YEARS’ EXPERIENCE WITH THE MALARIAL 
TREATMENT OF GENERAL PARALYSIS IN A 
STATE INSTITUTION. 


CLINICAL, SEROLOGICAL AND AUTOPSY OBSERVATIONS IN 
100 CASES. 


By MAX A. BAHR, M.D., ann W. L. BRUETSCH, M.D., 
Central State Hospital, Indianapolis, Ind. 


Ten years have passed since Wagner-Jauregg inoculated in the 
summer of 1917 his first case of general paralysis with tertian 
malaria. This procedure was at that time a novum to the greater 
part of the profession. To the Viennese school, however, it was 
only a logical step forward in the attempts to influence the course 
of general paralysis by unspecific means (milk, peptone, tuber- 
culin, typhoid and staphylococcal vaccines), in contrast to the 
specific treatment, more or less in vogue since the syphilitic nature 
of the disease was definitively established. While the accidental 
observations of an improvement of paralytic patients, after having 
undergone an intercurrent febrile disease, were considered by some 
as incidental, they were soon forgotten by the others. It was the 
clinic of Wagner-Jauregg which for three decades was the sole 
exponent, which experimented systematically on the principles 
of these observations. After the addition of tertian malaria to the 
unspecific means, which soon was followed by the favorable re- 
port in 1919 of a small group of malaria-treated patients an ever 
increasing number of institutions and physicians has adopted this 
form of treatment. Some of the first patients, who were treated 
with malaria in 1917 by Wagner-Jauregg are after ten years still 
in full remission, 7. e., the patients are active in responsible posi- 
tions. Grosz and Straussler* believe that the practical cure of 
general paralysis in these cases can no longer be denied. 

In the following the experience of two years with the malarial 
treatment in a larger state institution is given. Particular stress is 
laid on the practical side of the problem and on the question: 
What is gained for the patient as well as for the institution? 
The treatment was instituted in our hospital in August, 1925, when 
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we succeeded in obtaining a suitable strain of malaria from a 
house-patient of the City Hospital. This patient had acquired 
malaria during a trip to Arkansas and on his return to Indian- 
apolis developed paroxysms of the tertian malaria type. This 
strain, which responded well from the beginning to quinine proved 
to be very useful and has passed through approximately 200 hosts, 
including the patients of outside physicians, without being altered 
in its efficiency. First we inoculated all new admissions and also 
selected a group of patients who were already inmates of the insti- 
tution not longer than 1$ years. For a short period only we 
selected the earlier cases. Lack of a sufficient number of admis- 
sions forced us to abandon this method and all new admissions with 
a few exceptions, the decrepit patients, are now inoculated. Among 
the treated patients are therefore those in all stages of the disease. 
This influences considerably the therapeutic outcome of our group. 
The earlier cases are in the minority which is easily explained by 
the still prevailing prejudice of the greater part of the public 
against seeking treatment in a state institution. In recent years 
there has been the tendency to follow up the malarial treatment 
with a specific treatment consisting of the use of arsphenamine, 
tryparsamide, mercury, bismuth and sodium iodides. In this group 
only the malarial treatment was administered. The patients were 
allowed to have 10 to 12 febrile attacks, if they had previously 
shown no untoward symptoms. Persisting vomiting, irregular and 
high pulse-rate, occurrence of seizures and collapse-like condition 
during the rigors were considered as criteria to terminate the 
malaria before the full course of paroxysms had occurred. 


DisCHARGED GROUP (25 PER CENT). 


Of 100 patients 25 improved to such a degree that they were able 
to leave the hospital. None of these paralytics has returned up to 
the present time, the duration of remission varying from 6 to 24 
months. Twenty-one are engaged in their former or some other 
occupation (business man, insurance agent, waiter, painter, farmer 
and housewife). One patient, a brass-worker, has not been able to 
obtain work. He is keeping house, while his wife is making the 
living.* No information could be obtained of the remaining 3 cases 


* This patient was re-committed during the time this report was in press. 


in 
55 
pre 

or 
coll 
var 
con 
re-¢ 
I 
coll 
the 


| 
of tl 
side. 
| mar] 
tion 
| SER 
| E 
for 
cou! 
case 
glol 
Wa 
in 2 
Wa 
14 
0 ca 
par 
in t 
cur 
re-e 
tre< 
ver 
E 

is 


we 


1928 | MAX A. BAHR AND W. L. BRUETSCH 717 


of this group. The greatest improvement was noted on the mental 
side. Of the physical symptoms the speech showed the most re- 
markable improvement while there was less in the pupillary reac- 
tions and the tendon reflexes. 


SEROLOGICAL CHANGES FOLLOWING MALARIA IN DISCHARGED 
Group (11 CAsEs). 


EXAMINATION 6 TO 24 MONTHS AFTER TREATMENT. 


Eleven patients of the discharged group reported at the hospital 
for a blood and spinal fluid re-examination. In 7 instances the cell- 
count was normal (below 10 cells per c. mm.). In the 4 remaining 
cases the number of cells was 38, 28, 18 and 12 per c. mm. The 
globulin was negative in 2 and diminished in 6 specimens. The 
Wassermann reaction of the spinal fluid was reversed to negative 
in 2 instances. (Period after treatment: 24 months.) The blood 
Wassermann was negative in 2 patients. (Period after treatment: 
14 and 15 months.) The colloidal gold reaction was benefited in 
6 cases. Of these, 5 paretic curves were reduced to a “ weak or flat 
paretic curve”’ and one former paretic curve had become luetic 
in type (1334531000). This was the only time in which a paretic 
curve was modified to a luetic curve in the whole series of our 
re-examined patients. Nicole and Steel report that out of 25 cases 
treated with malaria, in 21 instances paretic curves were con- 
verted into luetic ones (cited by Rudolf *). 

By a “weak or flat paretic curve” we mean that the curve 
is reduced in intensity but remains of the paretic type. While 
in untreated cases there is usually a complete precipitation 
(5555542100) in the first three to five tubes, in treated cases the 
precipitation is here incomplete, the curve reading as 5432210000 
or as 333210000. Since the grade of the precipitation of the 
colloidal gold depends not only upon the spinal fluid but also to a 
varying degree upon the sensitivity of the colloidal gold solution, 
control-spinal fluids from untreated cases were used during the 
re-examination of the specimens. 

In none of the 11 cases were the serological reactions of the 
spinal fluid reversed to normal in all the tests (including the 
colloidal gold reaction). With the exception of one case, however, 
there was an improvement in one or the other of the different 
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reactions of the spinal fluid. The patient with the totally unchanged 
spinal fluid is the case which is reported as not being able to return 
to an occupation, but keeps house while the wife is the wage earner. 

According to the experience of the Viennese authors, all patho- 
logic reactions of the spinal fluid disappear in most of the patients, 
if the remission is a complete one and remains persistent. The 
Wagner-Jauregg’s clinic has never seen a relapse in a patient, 
who had a complete remission and in whom the spinal fluid was 
reversed to normal. They believe that one can state with great 
certainty that a clinical relapse will not occur in cases which have 
a complete remission for more than three years with a negative 
spinal fluid. 


IMPROVED GrouP (12 PER CENT). 


In addition to the 25 patients who were discharged, there are 
12 other cases which responded well to malaria. Some of these 
are expected to leave the hospital in the near future. They differ 
in all respects very little from the discharged group and are 
employed in the hospital in occupations which carry a certain 
degree of responsibility. (Worker in laundry and mattress-shop, 
dishwasher in officer’s kitchen.) A colored patient of this group 
has held very satisfactorily the job of laboratory porter for more 
than 14 years without missing a day’s work. 


SEROLOGICAL CHANGES FOLLOWING MALARIA IN IMPROVED 
Group (12 CASEs). 


EXAMINATION 6 TO 24 MONTHS AFTER TREATMENT. 


In 10 instances the cells were below 10 per c. mm. The globulin 
was decreased in g patients. The spinal fluid Wassermann was 
negative in 2 instances. (Period after treatment: 18 and 9 
months.) The blood Wassermann became negative in I case and 
decidedly weaker in 3 cases. The colloidal gold reaction was re- 
duced to a weak paretic curve in 7 instances and one spinal fluid 
presented the following reading: 1112210000 (Lueszacke). 


UNIMPROVED Group (40 PER CENT). 


In the third group, represented by 40 cases, are placed the 
patients in whom little or no mental improvement was noted 
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following the treatment and who are still obviously general para- 
lytic patients. Eight cases of this group may be considered sta- 
tionary with mental defects. No further progress of the disease 
is noticeable in the latter patients since the cessation of malaria, 
which in 7 instances dates back more than 18 months. In the 
remaining 32 cases there is a slow gradual mental and physical 
decline. While in this largest group no patient has been restored 
to social usefulness some features are worth while mentioning. 
Previously untidy patients attend to their personal cleanliness 
and keep themselves neat. Apathetic patients do a little work 
on the ward and have become helpful to the other patients. The 
attacks of excitement with very few exceptions have disappeared 
or at least have become less severe and the patients are as a rule 
easier to care for. The following case demonstrates this point: 
A patient, aged 42, of enormous strength was on admission very violent 
and destructive. He was a constant menace to the attendants and the other 
patients and required three people to handle him. The patient was inoculated 
with malaria and was allowed to have 10 paroxysms which did not seem 
in the least to weaken him. During the rigors the stage of excitement 
continued. The patient, also kept continuously in bed and in restraint in a 
camisole, tore up I to 2 mattresses a day and in an unwatched moment bit 
off the first phalanx of the index-finger of a paretic patient, who entered his 
room. Two months after the cessation of the malaria he began to become 


quiet. At present he is cheerful, has insight and sense of self-respect and is 
a willing worker in the mattress-shop of the institution. 


In general the patients of this group show an improved institu- 
tional adaptation and in the last year the number of paralytic 
patients on the wards for untidy cases has slowly decreased. 

In this group there is a patient in whom interesting neurological 
symptoms appeared after the treatment: 


The patient, 37 years of age, with the history of an occasional paralytic 
seizure, was treated with malaria. He improved physically and the seizures 
became less frequent. One year after the malaria he had an attack of severe 
convulsions which became localized more or less in one side and he slowly 
developed a spastic hemiplegia of the entire left side. It seemed that in this 
case a cerebral syphilis with a predominant vascular involvement of the 
endarteritic type was superimposed upon general paralysis. The age of the 
patient and the absence of generalized and cerebral arteriosclerosis do not 
indicate that the picture is complicated by an apoplexy. 


In this case the question may be raised: Is the appearance of 
the hemiplegia one year after the treatment due to a transforma- 
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tion into a cerebral syphilis brought about by the therapeutic 
malaria or are the hemiplegic symptoms of an incidental nature? 
Jakob, Straussler and Koskinas are inclined to believe that malaria 
changes the diffuse and exudative type of the inflammatory phe- 
nomena, characteristic of the paralytic brain, into the granulo- 
matous type which is encountered in cerebro-spinal syphilis as 
syphilitic endarteritis or gumma formation. Jakob speaks of the 
latter as the specific or benign brain syphilis in contrast to the 
diffuse or malignant process in general paralysis. The theory of the 
transformation into a cerebral syphilis is in part sustained by 
reports which indicated that the paretic gold curve is modified to 
a luetic curve after treatment. The serological examination of this 
case, however, showed a strong paretic curve (5555555422), 32 
cells per c. mm., Ross-Jones and Pandy reactions: strongly positive 
and a 4 plus Wassermann of the blood and spinal fluid. 


Another unimproved case is a juvenile paresis, occurring in a girl 17 
years of age. On admission the girl showed a general retardation of develop- 
ment, she was poorly nourished, pale and not considered strong enough to 
undergo the usual number of malarial paroxysms. An attempt to improve 
the poor physical condition by a preliminary tonic treatment failed entirely. 
The patient was then inoculated in the usual manner and allowed to have 
10 rises of temperature which were well tolerated. Immediately after the 
rigors the physical condition improved considerably. The girl gained in 
weight, the pallor disappeared. There was, however, very little improvement 
on the mental side and in the neurological symptoms. The spinal fluid showed 
a reduction of the globulin and the cell-count which was before the treat- 
ment 71 cells had fallen to 3.5 cells per c. mm. 


In a case with the galloping form of paresis the malarial treat- 
ment was entirely without effect. 


Mention may be here made of a patient, who is not registered in this 
group. It is a case of general paralysis, 44 years of age, who suffered 24 
months ago from a light attack of typhoid fever. As a similar effect upon 
the histo-pathologic paretic changes is claimed for typhoid fever, this patient 
was not given the malarial treatment. The typhoid fever was of the abortive 
type, the patient had temperature for one week only and it was never higher 
than 102° F. After the fever subsided he had a splendid physical recovery 
and also showed a temporary mental improvement. The serological examina- 
tion two years later revealed a weakly positive Ross and Pandy test, 4 cells, 
a slightly improved paretic gold curve and a Wassermann reaction 4 plus in 
spinal fluid and blood. 
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SEROLOGICAL CHANGES FOLLOWING MALARIA IN UNIMPROVED 
Group (40 CASES). 


EXAMINATION 6 TO 24 MONTHS AFTER TREATMENT. 


The cell count was normal in 29 instances. The globulin was 
negative in 7 and reduced in 11 patients. Three cases have a 
negative spinal fluid Wassermann (period after treatment: 24, 
17 and 15 months) and 7 have a negative blood (period after 
treatment: more than 12 months). The colloidal gold curve 
showed an improvement in the sense of a weak paretic curve in 12 


cases while one was reading as 0111000000 and another one as 
2433220000. 


PaTIENTs Diep DurING THE Matcaria (5 PER CENT). 


Five patients died during the malaria. In two instances the 
immediate cause of death was malaria. One patient died of a 
splenic rupture, one developed a pneumonia and in one instance 
death was caused by paralytic seizures. 


CaAsE 1.—This was a male patient, 56 years of age, with a history of a 
short duration of the disease. The physical condition on admission was 
fairly good. The patient was inoculated with 1% c. c. malarial blood (intra- 
venously). He was the 50th case which was inoculated with our tertian 
malaria strain. The temperature remained normal for five days. Then 
daily paroxysms to 105° F., which were apparently well tolerated by the 
patient. At the height of the 7th paroxysm, which occurred at midnight, the 
temperature was 104° F. At 12.30 a. m. the attendant returned to the 
bed-room and found the patient dead. The clinical diagnosis was sudden 
heart-failure. 

The autopsy was performed seven hours after death. The anatomical 
diagnosis was as follows: 

Status paralyticus of the brain. Syphilitic aortitis. Slight hypertrophy of 
the heart. Slight splenic tumor. Bronchitis. Cloudy swelling of all the 
internal organs. 

As to the sudden failure of the vascular system we do not believe that 
this can be attributed exclusively to the syphilitic involvement of the aorta. 
The aortic lesions were of a mild type and there was no dilatation of the 
arch of the aorta. This benign syphilitic aortitis is found in a considerable 
number of paretics on the postmortem table, usually without having produced 
any symptoms during life. Lowenberg * found a syphilitic aortitis among 341 
paretics in 33 per cent. It was known in this case, that the individual was 
an alcoholic and that he had consumed large quantities of whisky prior to 
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admission. We are inclined to think that this circumstance was one of the 
main contributory factors which led to the sudden breakdown of the vascular 
system during the rigors. 


Case 2.—A poorly nourished female patient, 64 years of age, was given 
the malarial treatment. The first rise in temperature (104° F.) occurred 
on the 6th day after the inoculation. On the 7th, 8th and oth day there 
were daily malarial rises to 105° F. On the roth day after a hard chill the 
fever rose to 100° F. only. The respiration was superficial, the patient 
became pale and restless and complained of generalized pains in the abdomen. 
The general restlessness continued on the following day and after a chill 
the temperature went up to 100° F. Toward midnight the pulse dropped 
from 110 to 60 and the patient died early the next morning. The clinical 
picture was suggestive of an abdominal incidence. 

The necropsy revealed as immediate cause of death a spontaneous rupture 
of the spleen. (Fig. 1.) The capsule of the greater part of the anterior sur- 
face was thickened and in one place was transformed into a dense hyaline mass 
(perisplenitis cartilaginea). Along the lower margin of the left portion the 
capsule was thin and transparent. In this region there was a tear 6 cm. 
in length, parallel to the lower margin. There were a few spots of clotted 
blood along the tear. No free blood was found in the abdominal cavity. The 
spleen was firm and brittle. The thickened capsule was in part adherent to 
the diaphragm. On loosening the adhesions a small area of the capsule was 
removed and there occurred a small tear despite the great care which was 
exercised in handling the organ. Measurements: 12:5.5 cm. Weight: 220 
grams. 

Aside from these findings, the postmortem examination revealed a well- 
defined elongated tumor mass (3.5:3 cm.) embedded in the tissue at the 
base of the frontal lobes of the brain. The tumor could be easily shelled 
out of its depression and originated from the right olfactory nerve. 

In this instance the splenic rupture occurred in association with a peri- 
splenitis cartilaginea. The thickened and in part hyaline capsule was a 
hindrance to the general swelling of the organ and the expansion was 
restricted to that portion of the spleen where the capsule was elastic and of 
normal thickness. And here the undue swelling gave rise to the rupture. 


Spontaneous rupture of the spleen during therapeutic malaria 
is fortunately rare. Herrmann‘ reported, in 1925, a splenic rup- 
ture occurring in a male patient, aged 34. The tear, 8 cm. in 
length, was situated on the under surface of the organ and was 
attended by profuse bleeding into the abdominal cavity. The 
weight of the spleen was 750 grams. Herrmann attributed the 
complication in part to the extreme restlessness of the patient. 
In addition, the patient had suffered for 14 years from an ulcer- 
ating wound following a war-injury which very likely had had 
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i I Splenic rupture occurring during rigors of inoc 
1, Hyaline plaque in the capsule. 6, Spontaneous rupture 
cut. d, Tear curring on loosening adhesions 


Fic. 2—Splenic abscess following inoculation—malaria 
spleen (130 grams). / 
removed from abscess cavity. 


Odorless slough, weighing 115 grams, 
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some injurious effect on the spleen. In Herrmann’s and our own 
case a morbid condition of the spleen had therefore existed which 


seemed to have favored the spontaneous rupture during the 
malaria. 


CAsE 3.—This was a patient, aged 45, whose general paralysis was of 
three years’ standing. At the time of the inoculation the patient was con- 
siderably deteriorated and was given the treatment on the request of the 
relatives. After 7 paroxysms he became cyanotic, vomited and the pulse 
became weak and irregular. Quinine was administered per os. The next 
day, after a rise of temperature, collapse and death. 


CasE 4.—A male patient, 45 years of age, onset of the disease 2 years 


ago. This patient developed during the malaria paralytic convulsions and 
died. 


CasE 5.—A woman, aged 34, showed after the 6th paroxysm symptoms of 
a pneumonia. Quinine did not influence the fever, which remained between 


102° and 103° F. The patient died six days after the first dose of quinine 
was given. 


PATIENTS WHO Diep FoLLowWING THE MAcaria (18 PER CENT). 


This group contains 18 cases. The patients died from 2 weeks 
to 18 months after the treatment. The paretics who died shortly 
(2 weeks to 2 months) after the malaria, were advanced cases of 
over 2 years’ standing. These patients did not recover from the 
malaria, they failed to regain the weight which they had lost during 
the rigors and were rapidly going down-hill after the cessation of 
the malaria, some with the development of trophic ulcerations. In 
these advanced cases we had the definite impression that death was 
hastened by the inoculation. In some instances a slight physical 
improvement could be noted. This was usually only of a short 
duration and not accompanied by a mental improvement. 

Two cases of this group are worthy of a more detailed report. 
One is a paralytic, who died of a splenic abscess 7 weeks after the 
paroxysms were stopped and the other is the patient who was 
inoculated from this case. 


The patient, 48 years of age, went through the course of therapeutic 
malaria from November 20, 1926, to December 10, 1926, when the malaria 
was checked by quinine. Our treatment of the malaria consists of the oral 
administration of 30 grains (2 grams) of quinine hydrochloride the first 
day and 15 grains the next three days. Then a pause is made for three 
days, after which we give I5 grains for 4 days, making a total of 135 
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grains. This was our routine treatment of the malaria and we have never 
seen a relapse, except in this case. The patient first responded well to the 
quinine and was afebrile for eleven days, from December 11 to December 22. 
From then on he began having a slight rise of temperature to 99° F. in the 
afternoon which in the second week occasionally went up to 101° F. Assum- 
ing that we were dealing with a malarial relapse we made an attempt to 
activate the malaria by subcutaneous injections of typhoid vaccines on the 
7th and 12th of January. A blood smear on January 11 showed an increase of 
the endothelial leukocytes (monocytes) to 14 per cent and malarial plas- 
modia. The presence of plasmodia in the peripheral blood assured us that 
we were dealing with a relapse of malaria and on January 15 we transferred 
114 c. c. of blood to another patient by the intravenous method. 

The following day we started in the donor with the usual dosage of 
quinine, which this time was without effect upon the fever. The temperature 
in spite of oral administration and intravenous injections of quinine and neo- 
salvarsan kept on rising to 102° F. in the afternoon, being normal in the 
morning. The rather deteriorated patient was without complaints. Palpation 
of the abdomen revealed a tenderness over the splenic region. On January 30, 
the temperature rose to 103° F. The following day at 10 a. m. the patient 
became suddenly cyanotic and had difficulty in breathing, soon followed by 
the expectoration of a brownish frothy fluid. At noon he was a little better, 
sitting up in bed and trying to eat dinner when he suddenly turned worse and 
died half an hour afterwards. 

The postmortem examination in this case revealed a splenic abscess with 
perforation into the lower lobe of the left lung. In the abdominal cavity 
there was a small amount of yellowish slightly turbid fluid. The spleen was 
surrounded by fibrous adhesions. On incising the adhesions there exuded a 
brownish, odorless fluid discharging a firm mass of necrotic tissue, measuring 
1144: 10:2% cm. (Fig. 2b). The mass proved to be a sequester of the spleen. 
Fig. 2a shows the remnant of the spleen which was removed from the 
abscess-sac. The abscess had burrowed its way through the diaphragm 
into the lower lobe of the left lung. This lobe was firmly adherent to the 
diaphragm. On cutting the left lung there was found in the lower lobe a 
cavity which was in communication with the splenic abscess. Both lungs were 
heavy and firm. On pressure there exuded from all the lobes a frothy, 
brownish-looking fluid. (Terminal pulmonary cedema.) Both pleural cavi- 
ties contained approximately 2000 c. c. of a turbid exudate. 

This was the only case in which a malarial relapse occurred. As to the 
suppuration of the spleen it is impossible to say if the morbid process began 
during the rigors or after the cessation of the malaria. Very likely the first 
change in the form of a splenic infarction took place during the malaria. 
The administration of quinine destroyed the plasmodia in the blood and 
brought the temperature to normal, but the drug could not reach the 
plasmodia in the diseased spleen. After the elimination of the quinine from the 
blood-stream the spleen discharged plasmodia into the blood, producing again 
daily rises of temperature. The second oral and intravenous administration 
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of quinine was without effect on the fever since the temperature was more or 
less the result of the progressing suppuration. 

The incidence of suppuration of the spleen following therapeutic 
malaria has never been reported in the literature which was 
available to us. This is due to the extremely rare occurrence of 
this complication. Even in natural malaria splenic abscess is not 
often seen. In 1906 A. R. S. Anderson,’ in an article, published in 
the Indian Medical Gazette, directed attention to the occurrence 
of splenic abscess in malarial fever. He reviewed the literature 
and was surprised that no mention was made of splenic suppura- 
tion in books such as “ Tropical Diseases” (first edition) by Sir 
Patrick Manson and in the article on malaria by Professor William 
Osler in Clifford Allbutt’s “System of Medicine.” Also Dr. 
Moorehead in his “ Researches in Disease in India” in discussing 
splenic disease in intermittent fever states “ abscess I have never 
seen.” Of 77,949 cases of malarial fever which passed under the 
review of Major Anderson in the convict hospitals in India only 
two were recognized during life to be suffering from abscess of 
the spleen. On examining the available postmortem records of 
death from malaria, Anderson found that in three instances only, 
suppuration of the spleen was present. 

In 1913 F. E. Wilson,* of Meshed, Persia, reporting three 
cases of splenic abscess, states “ that he has been struck with the 
frequency of splenic abscess occurring in cases of so-called malarial 
cachexia and by the disappearance of the cachexia on treatment 
directed against the local condition.” He made it a practice to look 
carefully for evidences of splenic suppuration in all cases of malaria 
with splenic enlargement which were resistant to ordinary treat- 
ment. Of the three cases which he reported, two improved follow- 
ing surgical intervention (drainage) while one died from ex- 
haustion three weeks following the operation. 

Omi" saw a suppuration of the spleen in Formosa occurring in 
a patient with a malaria-spleen after a trauma to the left hypo- 
chondrium. The patient recovered from the laparotomy, but died 
three months later of a peritonitis following the perforation of a 
small retention-abscess. 

According to a number of authors who have made observations 
on splenic abscess, the complication is caused by a secondary 
infection leading to a septic infarction of the spleen. Cases of 
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splenic abscess, not complicated by malaria, are to be found in 
surgical literature. (Dd6bbelin.’) 


We will now follow the history of the patient who was inoculated from the 
case which died of the splenic abscess. This was a male paralytic, aged 39, 
with the first symptoms of general paralysis in 1924. The patient was inocu- 
lated on January 15, 1926. Three days later we noticed that the malaria of 
the donor could not be arrested in spite of high doses of quinine. This 
circumstance made us aware that the fever was not only caused by a simple 
malarial relapse but that some other disease was in question. In order not 
to endanger the newly inoculated patient we immediately gave quinine. The 
day before, the patient had already had a subfebrile temperature. The patient 
from this day ran a slight temperature (between 99° and 100° F.) in the 
evening, being normal in the morning. This continued until his death 3% 
months later. The temperature subsided sometimes for 3-5 days. Two days 
prior to his death the temperature rose to 1041%2° F. The peripheral blood 
was always free from plasmodia. 

In the meantime the donor with the splenic abscess had come to autopsy 
and it was evident that the continuous subfebrile temperature of the recipient 
was caused by the transferring of some type of streptococci. 

The necropsy verified this assumption, showing in the recipient a verrucose 
endocarditis of the mitral valve, an hemorrhagic infarction of the spleen 
and minute areas of softening of embolic nature in the left tempero- 
sphenoidal lobe of the brain. Besides this there was a typical status para- 
lyticus of the brain and a syphilitic involvement of the aorta. 


This example shows clearly that the present method of direct 
transmission of blood from patient to patient is not without danger. 
The donor may be the carrier of still latent disease germs which are 
transferred together with the malarial plasmodia. One way to 
avoid such unfortunate accidents would be the more complicated 
method of inoculation by anopheles as elaborated by English 
authors. (See Rudolf, G. de M., Therapeutic Malaria, 1927, 
73-) 

SUMMARY. 


(1) Of 100 general paralytic patients, treated with malaria, 25 
were able to leave the hospital. Twelve patients improved to such 
a degree that they can be trusted in an useful occupation in the 
hospital. Forty patients are placed in the unimproved group. In 
32 patients of the latter group the disease is progressing. In 8 
instances the disease has remained stationary. Five patients suc- 
cumbed during the rigors and 18 died following the malaria. 
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(2) Serological changes following malarial treatment occurred 
in both the improved and the unimproved groups. While there 
was no parallelism between the degree of clinical and serological 
improvement, the percentage of the serological improvement, par- 
ticularly as far as the colloidal gold curve was concerned, was 
higher in the improved groups. The paretic gold curve was reduced 
in intensity but remained of the paretic type. The conversion of a 
paretic curve into a true luetic one in our cases was an exception. 

(3) The method of the treatment of general paralysis with 
malaria is relatively simple, compared with the other methods and 
can be easily carried out in a state institution. 

(4) It cannot be denied that this form of treatment is at- 
tended with definite risk for the patient. With a better knowledge 
of the complications that arise during the rigors, death due to 
therapeutic malaria will be reduced. If, on the other hand, one 
reviews the fatalities occurring in the course of the specific treat- 
ment, particularly with the intraspinal methods, one is aware that 
no treatment is without hazard. 
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PSYCHIATRY AND THE SOCIAL SCIENCES.* 
By WILLIAM A. WHITE, M. D. 


Psychiatry until the present century was in a purely descrip- 
tive stage of development. The various symptoms of mental disease 
were described very much as one might anatomically describe 
the parts of a flower. There had been very little effort made 
for the interpretation of those symptoms or for the understanding 
of how they came about in the individual patient. But with the 
introduction of new methods about the beginning of this century, 
that interpretation began to be a definite objective and so psy- 
chiatry in harmony with other scientific disciplines came to recog- 
nize the temporal perspective of its material, the time element came 
under consideration and mental symptoms were sought to be inter- 
preted by an understanding of their historical development in the 
life of the individual. 

That meant of necessity that the psychiatrist should become 
deterministic toward his material irrespective of what his phi- 
losophy might happen to be. He had to approach his material with 
a deterministic point of view. He had to approach it in the belief 
that the symptoms were explainable by the past history of the 
patient in some way. Although we are operating in a field where 
we feel that the events are peculiarly unpredictable, we nevertheless 
somewhat paradoxically perhaps operate upon the basis of a prag- 
matic determinism. 

Then there was another very definite change that took place in 
the field of psychiatry and that was the change of emphasis from 
what had previously been largely an intellectualistic attitude to an 
attitude of mind which placed the emphasis upon the emotions and 
upon the dynamic quality of the emotions, upon what we like to 
call the instinctive or emotional drives or urges or tendencies of 
the individual. 

When we came to study the symptoms from these points of view, 
we found rather interestingly that as we went back into the history 


* Read at a meeting of the Social Science Research Council, Hanover, 
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of the individual for the discovery of the determining factors that 
entered into their production that mental disease suddenly became 
a matter of social significance. In other words, that the unraveling 
of the symptoms in every case indicated that there were compo- 
nents in those symptoms that could only be understood from the 
viewpoint of man as a social being. 

If there is any particular definite contribution that American 
psychiatry has made, it is perhaps along these social lines, and so 
it is because of these social implications that I believe and psychia- 
try believes that there is a definite reason for the correlating of the 
work of the various social sciences and the work of psychiatry. 

In medicine cellular pathology has been the order of the day 
for some time. Somatic disease has been explained, by a process 
of reductive analysis, in terms of the changes that have taken place 
in the cells of the affected organs as those changes are disclosed by 
the microscope. The atrophied, disintegrated or otherwise dis- 
ordered cell has been supposed, as least until recently, to be an 
adequate explanation of the disordered organ function. With the 
growing concept of the organism-as-a-whole and the theory of 
emergent evolution this type of explanation has, to be sure, lost 
something of its finality, yet we do not fail, because of a change 
of viewpoint, to continue to interrogate the cell. What is happen- 
ing is not a complete shift of method and of objective but a revalua- 
tion of the place of cellular pathology in the interpretation of patho- 
logical processes and its assimilation into the broader concept of 
the organism-as-a-whole. The gap between organic and functional, 
while probably destined never to be actually closed, is nevertheless 
constantly narrowing and the two types of explanation run along 
together with a constantly increasing number of points of contact 
and correspondingly increasing possibilities of codrdination. De- 
spite the new and broader point of view the cell remains not only 
as important but an indispensable element in the investigations of 
pathology. 

The social sciences have proceeded in the past largely without a 
knowledge of the unit components of society, the individuals, be- 
cause psychology, the science calculated to furnish this knowledge, 
has in its development been allied with philosophy and morals and 
has only lately begun to come into recognition as a biological science. 
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If the knowledge of the individual has in the past been acknowl- 
edged as desirable this recognition has been for the most part an 
academic one for as the knowledge did not exist there was nothing 
of value or substance to mobilize. To have acceded in the past to 
the general principle that an understanding of the individual was 
desirable for sociology was largely lip service to a principle which 
had neither factual data nor a method to support it. 

With the twentieth century, however, psychiatry entered upon 
an entirely new evaluation of the individual based upon its studies 
of the mentally diseased, in whom it found uncovered, for the first 
time, the actual instinctive drives working themselves out under 
the various impediments and obstacles of the accepted social and 
cultural standards. It was able to see in mental disease experi- 
ments of nature that disclosed the inner structure of the mind as 
truly as did an accidental wound or the surgeon’s knife or the 
scalpel of the anatomist disclose the structure of the body, and it 
is this strucure, functioning in the living human being, that the 
psychiatrist is engaged in studying and in trying to understand. 

Many of you probably remember in your school physiologies 
reading about the Canadian voyageur who had an opening in his 
stomach and the first observations on digestion were made by this 
first observation of the interior of the stomach during the ingestion 
of food. So that in exactly the same way, at least in the same way 
by analogy, which is a close analogy I think, we see in mental 
disease, the uncovering of certain tendencies in the individual 
which the average normal man has pretty well snowed under by 
various protective colorings and devices that render them invisible 
even to the trained eye. 

Out of his efforts along these lines, he has come to an under- 
standing of much that goes on in the mind under appearances that 
are no more calculated to disclose the real mechanisms than would 
the observation of a blacksmith at his forge tell us anything about 
the neuro-physiology of muscular contraction. 

To be sure, in this effort at discovery and formulation specula- 
tion, hypothesis and theory are much in evidence as they must 
needs be in a subject so young in its present form and with such a 
broad area of borderland in which the visibility is of necessity low. 
Nevertheless much has already been accomplished and we believe 
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these accomplishments to be of great value to the study of man in 
his social relations, as reciprocally we believe the accomplishments 
of the study of socialized man to present much that is illuminating 
for the understanding of man as an individual. 

The value of a marriage of psychiatry and sociology we may 

look forward to from the standpoint of a consideration of the 
social sciences in their relations to the problems of the individual 
as he emerges. The recently expressed theory of emergent evolu- 
tion may be briefly stated for our purposes in this way: This 
theory holds that each new forward integration on the path of 
evolution emerges into a field of entirely new possibilities which 
cannot be forecast by the understanding of the previous state. No 
knowledge of A and B separately will enable us to determine be- 
forehand the history of a partnership relation of A and B, because 
a third element, an unknown quantity, has been added. The part- 
nership does not consist of two components, A and B, but of three, 
A and B and the relation between them. This partnership, in the 
language of emergent evolution, would be an emergent, to all 
intents and purposes a new being with laws of action unpredictable 
on the basis of the preceding lower stage of development. The 
higher can never be fully explained by the lower, and it might seem 
that I was herein contradicting what I have thus far said that 
seemed to point in that direction. For example, life will not receive 
its explanation in chemistry because in the chemical compounds 
there is no life and one cannot expect to find an explanation for 
life where it does not exist, and so in all of the higher emergences, 
the explanation never will be full and complete by reductive analysis 
because by the mere reduction the very integration which it is 
sought to explain ceases to exist. 

But to revert to the analogy to cellular pathology. If we examine 
the blood we will find the cells of which it is composed so char- 
acteristic that they are unmistakable, even though we find them 
under the microscope without knowing their source. The same 
might be said of other cells from other parts of the body, and no 
histologist would ever confuse a section of kidney and a section 
from a voluntary muscle. So that while from this philosophical 
point of view the higher contains the lower and can never be 
interpreted in terms of the lower altogther because it contains more 
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than the lower, still the understanding of both levels must go hand 
in hand. While it is true that we never could explain the purpose 
that lay in the mind of the blacksmith as he pounded his anvil by 
any examination of the cellular components of his voluntary 
muscle, it is also true that we could not have a full understanding 
of how that purpose could be brought to pass without such informa- 
tion. The value, then, of a marriage of psychiatry and sociology 
we look forward to from the standpoint of society as an emergent 
and the general philosophical attitude of the interpretation of the 
lower by the higher in the scheme of evolution as offering much 
to us as psychiatrists in the understanding of man’s individual 
heritage as it comes to him in the precipitated traditions and mores 
of the herd. Here, if I see aright, we have a reciprocal relation- 
ship—man, society—neither element of which can be safely ignored 
if we are to understand the other. The study of man is, after all, 
only a study of natural forces operating in smaller dimensions than 
they operate in in society ; and the analytic method of science which 
would carry the study of the interpretation of man to his cellular 
components would be another step in the direction of still smaller 
dimensions, as would the still further step which carried the study 
into the realm of chemistry. From this point of view, therefore, 
the study of the individual by the psychiatrist and of society by the 
sociologist present problems that lie in different dimensions though 
not necessarily dealing with different forces. 

Man, as the psychiatrist sees him, although he presents infinite 
differences is from the very beginning fundamentally much more 
like his fellows than different from them. His original equipment 
is very similar if not identical in each instance, but as soon as it 
begins to function the infinite play of stimulus and reaction begins 
at once to produce those kaleidoscopic changes which differentiate 
each one from his fellow, and the longer he lives and the more 
complicated become his relations the more different he seems to 
be although fundamentally he remains the same. These differ- 
ences, however, work themselves out in society, and it does not 
seem possible to understand their social manifestations unless we 
have some knowledge of their individual nature and origin. 

What are some of the problems with respect to which psychiatry 
has something to suggest or something concrete to offer in the way 
of facts which are of definite social significance? Very briefly let 
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me indicate a few, and pardon me if because of the necessary time 
limitations I do so in a somewhat discreet and apparently discon- 
nected fashion. 

To begin with, there are the enormously important and socially 
significant so-called dependent, defective, and delinquent classes, 
which present problems of the greatest importance not alone by 
any means from the relatively superficial view of the desirability 
of maintaining the social status quo, or economic loss, or of in- 
dustrial inefficiency, but because they represent an infinite assort- 
ment of individuals who have failed to become adequately social- 
ized, that is, have failed to be able to function as sufficiently useful 
members of the group, and what could be more important for a 
knowledge of how to succeed than a knowledge of the reasons for 
failure? The moment we occupy ourselves with these groups 
beyond the point of the mechanical recording of their statistical 
proportions we are of necessity at grips with questions of indi- 
vidual psychology. To accept these groups as statistical entities and 
stop there, if we could, would be suicidal. To proceed to their 
understanding involves the use of the ways and means of the 
psychiatrist. 

Of these groups the one of outstanding interest is the criminal. 
If I were called to the witness stand as an expert to-day I should 
be asked questions that were formulated nearly a hundred years 
ago. This single instance gives an idea of how antiquated the 
machinery of the penal system is for dealing with the modern 
problem of criminology. To quote from a speech of Governor 
Walker, of Virginia: 

It hardly seems necessary to prove that crime cannot be prevented by 
fear of punishment or by harsh and inhuman treatment. Such methods have 
been given fair trial. .... There is no short cut to the transformation of a 
delinquent. It must be attained by the long road of scientific improvement 
of our penal system. 

I am minded to tell here an incident. Some months ago I read 
in one of the popular magazines an article by an ex-police chief, 
written about the super-criminal and his particular theme was that 
the super-criminal was a myth and he went on to illustrate from 
well-known criminal cases and to show definitely how each one of 
these criminals had really been a good deal of a dumbbell and had 
either done something or left something undone that it was per- 
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fectly obvious would have led to his discovery and conviction. Per- 
haps you will see that the psychiatrist knows something about this 
aspect of the case. The psychiatrist knows perhaps something 
about the reasons why criminals are so easily caught and unfortu- 
nately for the reputation of the police departments it is not always 
because the police departments have such brilliant detectives but 
it is because the criminal does everything under the light of heaven 
in order to get caught. I have known criminals who did everything 
in the world to inform the police that they were the guilty person 
except actually tell them in so many words. The psychiatrist has 
come to recognize in a certain group of criminals at any rate that 
there is a need for punishment. It belongs in the category of 
conscience which the religionists have been talking about for 
hundreds of years and which now has been rediscovered with some 
little additional information attached to it. 

So we know that the criminal because of this need of punish- 
ment will go to the length of confessing crimes of which he is not 
guilty. No explanation of these false confessions has heretofore 
been advanced. I believe in many instances at least it is because of 
the need of punishment and this is one of the reasons why punish- 
ment cannot stop crime. A good many criminals are getting what 
they are after. You cannot stop anything by giving people what 
they want when what they want is the very thing that is calculated 
to stop them from doing what enables them to get it. 

To the psychiatrist it seems obvious that this scientific approach 
must necessarily be by the way of an increased knowledge of the 
psychology of the individual criminal, which will at the same time 
enlighten us as to the nature of the human drives that result in 
anti-social conduct and give us a real scientific foundation for 
methods of control and prevention. The psychiatrist is beginning 
to get this information and to formulate it ; and the judges, on the 
other hand, beginning to be bombarded as they are with the reports 
of psychiatrists and psychiatric social workers, are appreciating 
that the penal system as it now exists offers a minimum of possi- 
bilities for intelligently dealing with the great mass of human ma- 
terial that daily streams before them. 

Some of the judges are simply holding up their hands and cry- 
ing for help, saying: “ We do not know what to do with these 
people.” They are like a practicing physician who is limited in 
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his therapeutic armamentarium to three drugs, such as, quinine, 
nux vomica, and aspirin. The judges are limited to fine, imprison- 
ment, and the death penalty. They are the three drugs supposed 
to rejuvenate all human beings. Some of the judges are beginning 
to appreciate it cannot be done. They have it forced upon them, 
this knowledge, somewhat by the psychiatrists and they are appeal- 
ing to the psychiatrists to help. 
The accomplishments in the realm of penology and criminology 
are already considerable, the most important of which is perhaps 
the growth of the Juvenile Court during the present century. 
These courts have, in many instances at least, boldly cast aside all 
the usual methods of procedure and developed a program in abso- 
lute contradiction to the established traditions, inasmuch as it does 
not use its machinery for fastening a crime upon someone and then 
meting out a seemingly appropriate punishment, but its whole 
endeavor is to find out what is wrong with the situation that 
develops as a result of its inquiry into the nature of some overt 
act that has brought the child before it and then, with all the avail- 
able facts and the results of a careful study to go on, it tries to 
apply a remedy. Such a method of procedure would never have 
come about as an outgrowth of the penal system. It had to be set 
up as a separate institution, and now that it is set up it is dealing 
with cases that the criminal courts used to handle. By such a 
method it is possible to see how radical reforms may come about 
that never could have resulted from the development of the old 
system. It seems to have some of the elements, biologically speak- 
ing, of the creation of a new species by the process of geographical 
isolation, which leaves the isolated members to develop free from 
contacts with the old system which would inevitably in the long 
run have restandardized it along the old lines. The Juvenile Court 
at its best receives the child not as a delinquent but as one who 
needs help, and the consultation with the judge and his associates 
takes on the color of a consultation in the office of a physician. It 
needs only that we should appreciate and understand the factors 
involved and make them part and parcel of our conscious equip- 
ment to hasten the process. The psychiatrist believes that he has 
much to contribute to growth along these lines. 
As backing up and reenforcing the Juvenile Court system are 
our various clinics for dealing with the various mental difficulties 
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of adjustment of children. There are the habit clinics and the 
child guidance clinics which have as their functions the recogni- 
tion of deviations early in life and their correction, serving there- 
fore as preventive forces in the community and assisting indi- 
viduals from their childhood to become assets in the social group. 
The mental hygiene movement has also undertaken to deal with 
the problem of education in a similar way, stressing the impor- 
tance of the development of the child’s assets more than it stresses 
the repression of tendencies which may seem undesirable. These 
latter it has attempted to redirect in constructive ways. It would 
seem that our cultural civilization is getting to be infinitely complex 
and that we cannot expect to proceed further along the way unless 
we are willing to expend great effort in checking up all along the 
line, capturing energy that is being dissipated, redirecting that 
which is being destructively used and in so doing preventing con- 
duct which is anti-social and molding individuals into the possi- 
bilities of usefulness. 

To mention briefly the group of the so-called insane. While my 
main thesis is that the social sciences would benefit by an alliance 
with psychiatry, I have also indicated that psyc.:iatry itself would 
benefit. Mental disease as we ordinarily meet it is a disorder of 
the individual as a social unit. It is not a purely individual affair 
like an infection, for instance, but is a disorder of the individual 
at the level of social adjustment. The social factors are readily 
demonstrable in the overwhelming majority of instances. Take as 
an example the individual who commits suicide upon the eve of 
the disclosure of his financial peculations. Death is chosen rather 
than loss of caste with the herd. I feel, therefore, that in this 
border territory at the individual-society level of adjustment, 
where the individual is, as it were, going over into society and tak- 
ing on social types of reaction, is a region of the utmost scientific 
interest and significance, as must be the case in all transition states, 
and that this region is of significance and importance equally for 
psychiatry and for the social sciences. The logical thing to do, 
therefore, would seem to be to join interests for the mutual benefit 
each of the other. 

In all these regions, we are skirting the fringe of individual psy- 
chology. Regicide is a crime of special social significance, implying 
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as it does certain definite attitudes towards the whole question of 
social organization, but it would seem quite obvious that in the face 
of a specific case it would be essential to study the individual if 
we are to have any real comprehensive understanding of that par- 
ticular regicide, and, too, we might expect from such a study some 
illumination of the reasons for regicide in general. The example 
suggests to me a similar one in general medicine. We are all in 
the course of our lifetimes exposed to tuberculosis yet relatively 
only a very few acquire it and die of it. We are forced to inquire 
what it is in these few instances that has turned the scales against 
them. Similarly we might as properly inquire what it was that 
made this particular individual actually commit murder when we 
know that many others were exposed to what would appear to have 
been at least similar social influences. Individual psychology, the 
methods of psychiatry, again seem to offer the possibilities of a 
solution. 

In this connection I am reminded of how much has been done 
by the psychiatrist to unravel the meaning of the various phi- 
losophies, and how the results of that work have indicated that 
these various philosophies emerge by a series of logical, causally 
connected stages as the natural solutions of world processes which 
grow out of the peculiar individual personality make-up of the 
philosopher. Facetiously we sometimes refer to them and to such 
similar constructs as one’s own pet individual psychosis. We all 
have our own little psychosis that we protect and nurture with 
great care, but the philosophers have made theirs known to us. 
Many of us are cute enough to keep quiet about ours. The same 
thing may be said about the various social philosophies. Anarchy, 
communism, socialism and all the rest in harmony with social insti- 
tutions in general are a few of the kaleidoscopic pictures which 
emerge as the result of the play upon peculiar personality make-ups 
of the various individual and social forces operating as stimulus 
and response. A profound understanding of these tendencies can- 
not eliminate the necessity of studying the personal psychology of 
their individual exemplars. 

Society thus comes to be looked at by the psychiatrist as inf- 
nitely complex because made up of a variety of groups of people 
with similar types of personality make-up and reaction potentials ; 
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and it is the study of these reaction types as individuals that the 
psychiatrist would stress as being of value in the illumination of 
the several branches of social science. 

These various groups of individuals have of necessity certain 
organic similarities. There are, for example, the race groups, the 
religious groups, the occupational groups, the disease groups, to 
mention only a few of the best known and most frequently treated 
statistically. These groups not only constitute, roughly speaking, 
unities in themselves, but because of their traditions and their prej- 
udices and their struggles for recognition and the maximation of 
their several group egos come into conflict with other groups, and 
we are presented with the whole host of insular thinking, of preju- 
dice and preconception, of antagonisms based upon irrational hates, 
of ambitions emotionally grounded, all of which are protected and 
defended by an intricate system of rationalizations which make 
each system the prey of the demagogue and the exploiter of 
banalities and platitudes. It would seem that the future develop- 
ment of society must slowly at least result in tearing the mask from 
these irrational and platitudinous utterances so that the realities 
that lie beneath can be squarely faced and understood. But this 
again is but the method of psychotherapy, which psychiatry has 
developed. 

Education to the extent that it prepares the individual for social 
existence is significant in this connection, and psychiatry to the 
extent that it has worked out the dynamics of the instinctive drives 
in their early history and later development is significant for 
education. 

Could any better illustration be offered of the enormous amount 
of disguise under which social forces operate than the occurrences 
that are associated with, lead up to and maintain war, both as they 
occur in the efforts of diplomacy and in the mechanism of prop- 
aganda? It would seem that there is little prospect of making 
headway in these various territories unless we are prepared to add 
to the anatomical information which the social sciences present the 
information of the histology of the social groups, the organs, to 
carry out the figure of speech with which I introduced my remarks. 

To comment still further on additional social groups. There are, 
for example, the two great sex groups. Our knowledge of secon- 
dary and tertiary sexual characteristics is based almost wholly upon 
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a study of the male of the species. We therefore at once find our- 
selves inadequately backgrounded for an evaluation of many of the 
social tendencies of the day of the utmost significance. Here again 
we touch upon a problem of individual differences in which the 
psychiatrist is greatly interested and one which to him is of the 
greatest importance and for which his methods offer ways of 
illumination. Here we are confronted with the problem of mar- 
riage in its various ramifications, trial marriage, the companionate, 
divorce, and birth control. 

What, may very properly be asked, are the mental hygiene com- 
ponents, as I like to call them, of these problems? Again this series 
of questions needs illumination from the standpoint of the study 
of the individual, his instinctive drives, his tendencies, his interests, 
his hopes, wishes, aspirations and goals, to say nothing of the 
influence of all of these upon succeeding generations. Reactionary 
tendencies in this field if carried to their ultimate may prove dis- 
astrous, for it is important to recognize that in a very literal sense 
the child is father to the man. The germ cells with their heritage 
of untold millions of years are far more similar one with another 
than the individual structures that are erected upon them, and far 
older and probably far wiser, for the individual structures have 
only at most the age of a lifetime while the germ cells reach back 
into the far distant regions of the past where they have accumulated 
experience over eons of time. It is necessary, therefore, to take 
our youth quite seriously and to endeavor to evaluate the contribu- 
tion which they seem to be trying so hard to make, with a recog- 
nition that the stability which the adult is always trying to achieve 
may very often be but an obstacle to future progress. In the dis- 
cussion of these sex groups, too, we have such age old problems as 
that of prostitution and the social diseases, which are of the utmost 
significance socially as well as individually. Despite the immense 
amount of work that has been done along these lines we are still 
only beginning to see the direction from which solutions may come. 

Then there are the various statistical age groups, particularly 
infancy, adolescence, the climacteric, and the senium, each with its 
peculiar significances, each presenting special predilections for cer- 
tain groups of diseases, each presenting a different set of problems 

from the standpoint of the instinctive drives as well as qualifica- 
tions and limitations based upon physical and physiological char- 
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acteristics. These groups although not ordinarily thought of as 
such are just as much social groups as are industrial, economic or 
professional groups, and need to be envisaged in the same way, 
approached by the same methods. The intricate mingling of indi- 
vidual and race experience is seen here as elsewhere as so many 
end results which can only be evaluated by an unraveling of their 
component parts. The psychiatrist is not interested to label certain 
situations by such terms as “hereditary” and consign them to 
definite fatalistic possibilities, but is firm in his belief that what we 
call the mind represents the most modifiable aspect of the whole 
organism and that its responses may be conditioned and changed, 
modified and redirected, if we but have the wisdom to discover the 
means of doing so. 

Then there is the law which looms so large in this democratic 
country of ours where each community is busily engaged during 
a large portion of the time in spreading new laws upon the various 
statute books. The theory has been advanced that it is the function 
of legislatures not to make the law but to discover it; and while I 
am well aware that the lawyers are by no means in complete accord 
with this theory, I feel that in a very real sense it has much to be 
said for it. Laws at least must be in harmony with the fundamental, 
constitutional, instinctive make up of human beings and with their 
tendencies as they actually exist. Laws which run counter to such 
tendencies when they are profoundly grounded are by the very 
nature of the case doomed to failure. The statute books are filled 
with such laws that have become obsolete. It is obvious that here 
again we are confronted with the necessity of understanding the 
human individual more profoundly in order that we may legislate 
more wisely. 

I might go on indefinitely and speak of various social problems 
such as alcoholism, the economic situation, the meaning of money 
in a capitalistic system and the theory of the standardization of 
the dollar, the psychology of war and peace, the significance of 
religion and of the church as an institution, secret societies, various 
cults, religious and political, the matter of personal leadership, fads 
and cures, and a thousand and one other groups of minor signifi- 
cance and some of which have outstanding pathological character- 
istics. These groups show the mechanism of group formation and 
function and varying degrees of importance of obvious personal 
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psychological factors at work. Without proceeding further it must 
be clear that the study of the individual components of these groups 
is as important for sociology as the study of histology or of cellular 
pathology is for the understanding of individual men and of their 
organs. 

Let me recount briefly a recent personal experience. I attended 
not long since that quite extraordinary cinema production of Cecil 
de Mille, ‘‘ The King of Kings.” Not to dilate upon the host of 
difficulties which had to be overcome in order to present such a 
story in a way that would be free from offense, let me indicate 
briefly some of the impressions it made upon me and which are 
pertinent to the issues I have mentioned. In the first place, the 
Christus attracted my attention particularly, and the special feature 
of his portrayal which impressed me was the fact that he seemed 
to walk through his part, as it were, as if he had no body or as if 
at least he had no consciousness of one. I was reminded by this 
observation of a rather noted murderer that I had seen in consulta- 
tion and for whom I testified. He was a Catholic priest who had 
seduced and then murdered his mistress. In jail he developed a 
psychosis the major characteristic of which was that he took on 
the traditional features of the Christ. He grew a beard, and to all 
intents and purposes looked the part as we are accustomed to see 
it portrayed in paintings. He had this additional characteristic, that 
like the Christus in “ The King of Kings,” he appeared to have no 
consciousness of a body; and I was minded to draw an analogy 
along these lines, that if an individual plunged in the depths of a 
profound psychosis and reanimating through the medium of his 
desires types of symbolic reaction which have been lost, at least for 
most of us, in the process of our development, presented a reaction 
type that was at one with that of the artist who endeavored to 
portray the Christ, if the effort to escape a body that was facing 
execution on the part of the criminal and to live in a world set 
apart from his fellows the life of the spirit and the effort of the 
artist to portray the spiritual as opposed to the carnal resulted in 
the same sort of impression upon me, I wondered whether we were 
not facing here an example of what the artist would call a bit of 
the universal at which he always aims. It is these universal com- 
ponents, which we all carry more or less disguised or shrouded in 
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the mystery of our make-up, to which we must gain access if we 
are to really know the sum and substance of man. 

And let me add there what many of you undoubtedly know, and 
that is, that the investigations into the anatomy and the structures 
of the nervous system particularly have been going on quite rapidly 
as has the work in psychiatry in the past quarter of a century and 
the two are complementing each other, and as we find these various 
types of symbolic reaction, that we attribute to various develop- 
mental levels of the psyche, so the understanding of the nervous 
system is disclosing the functions of that system at corresponding 
levels of development. 

Another impression that the picture made upon me was this: 
The Christus was acted after all in a way that suggested that he 
was not altogether just a man. His spiritual qualities seemed to 
elevate him beyond that status, as I have already indicated ; and 
the symbolism that was utilized, such as the halo, the glow of light 
about the Grail and the dove, the rending of the curtain of the 
temple, all indicated the same thing and gave me a distinct feeling 
that here we had a much more profound setting forth of the Christ 
story than the very human, almost fairy story type which was so 
prevalent in the Middle Ages and is still so well known. If the 
Church has lost some of its grasp upon the people may it not be 
because it has adhered too strongly to these simpler, fairy story 
types of elucidation, and may it not be that in order to regain that 
hold it will have to come to a realization of the necessity of evolving 
methods for presenting religion as a manifestation of those pro- 
found, universal tendencies in human beings which are after all 
only symbolically expressed in the various religions? To me this 
latter point of view is much more profoundly significant, awe- 
inspiring and emotionally moving than the former. I give these 
impressions merely for the purpose of illustrating how deeply the 
psychiatrist believes we need to plumb the depths of the human 
soul, and how significant what he finds there he believes to be for 
the building up of a stabilized society. 

With this illustration you see there is at once suggested the 
conflict in the Church of to-day of the two opposing points of view 
represented by fundamentalism and modernism; and you will see 
from my illustration the nature of the material that the psychiatrist 
might bring to the -illumination of such a controversy, how he 
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would at once be interested, not primarily in individual religions 
but in religion as such, and how that interest would translate itself 
into the fundamental necessities of the human soul as he sees them 
uncovered in the individual instances of mental disease that come 
his way. Various other socially significant controversies are in the 
air that need, to my mind, a similar type of approach for their 
adequate understanding. I may mention such outstanding prob- 
lems as free speech and censorship. What, for example, can be 
said to be known as to the real facts of what censorship accom- 
plishes ; and how obvious it is that most of the controversy about 
this subject is only an expression of individual prejudices for or 
against. The same thing may be said of the presumed effects of 
certain stage productions and moving pictures upon the public 
mind. 

How frequently we see statenients freely indulged in of the 
deleterious effects, upon youth particularly, of moving pictures 
that portray the commission of crime, and yet where is the informa- 
tion upon which such opinions are based? 

We have reason to believe that there is a great deal to be said 
on both sides of the subject that have been ignored, for example, 
it is a good deal better for a youngster to live out his criminal 
tendencies vicariously by seeing the moving pictures than to put 
them in operation. 

I may say, parenthetically, that I know of only one study that 
has ever been made of a bit of propaganda that had as its object the 
serious discovery of what really was accomplished. This was a 
study of the effects produced by a certain lecture on social disease 
which was given during the war, and was carried out on the indi- 
viduals who heard the lecture and saw the pictures. The results 
of this particular study indicated that for the most part no lasting 
effect at all was produced. The transient effect of the lecture lasted 
only for a short time, was very shortly entirely wiped out of 
memory. While I am not prepared to say that this is the usual 
effect, is it not fairly obvious that appeals that are made solely upon 
the basis of fear when they are directed against a profound human 
instinct are probably always brushed aside in a similar way? If 
the instincts can be modified in their course or changed in their 
objectives by such simple means, it would be rather surprising than 
otherwise, for after all the race depends upon their preservation, 
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and history would indicate that no such means can be available in 
any radical way. The most that can possibly be expected of them 
would be to fit into a process of modification of exceedingly slow 
growth. The importance, therefore, of understanding the problem 
before attempting to do anything, so that what is done may 
be done along lines that will accomplish desirable ends by methods 
of finesse rather than by head-on collisions with instinctive ten- 
dencies, seems to be in the nature of a truism. 

We have the same problem with reference to the newspapers. 
We know the arguments for and against the publication, for ex- 
ample, of crime stories and scandals, but how much do we really 
know of the facts? I venture to say, nothing at all. And yet, here 
we are dealing with matters of the utmost social significance and 
matters which I believe the individual study advocated by the psy- 
chiatrist can help materially in solving, and it would seem in fact 
that without this sort of approach a solution if not impossible must 
necessarily be indefinitely postponed. 

I think it is within the ken of most psychiatrists who have 
anything to do with criminal cases that the publication of crime 
material in the press, no matter how much it may be hitched up 
with the prospective punishment, even by death, of the criminal, 
whatever other effect it may have certainly activates similar ten- 
dencies in the group. For example, in the noted Chicago case, the 
broadcasting of all that information activated those very same ten- 
dencies in the group so that there were a great number of abduction 
threats in the city of Chicago right in the midst of that trial. The 
same is true of suicide. There are plenty of potential suicides 
among us all the time. All we need is to publish a lot of things 
about suicide to activate it. 

The psychiatrist in his work necessarily develops, or at least 
should develop, a spirit of tolerance, for even in some of his worst 
criminals he sees working forces of opposite sign that indicate 
constructive components in character make-ups that are ordinarily 
only despised. In a recent article written by a detective the author 
undertook to explode the theory of the so-called super-criminal, 
and to show how, as a matter of fact, this type of individual is 
really fundamentally stupid as indicated by certain things in con- 
nection with his crime that he did or left undone and that inevitably 
led to his conviction. The psychiatrist knows that, in many in- 
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stances at least, these very things referred to by the author were 
representative in a symbolic way of the very constructive factors 
to which I have referred. In other words, even in seriously bur- 
dened personalities that commit crime there is apt to be a certain 
saving grace that is attempting all the time to restore the balance. 
The moralists and the religionists have called this, since time im- 
memorial, “ conscience.” 

The psychiatrist is not to be held any longer by the magic of 
words. He knows and is not afraid of words like “ conscience” 
or “God” or “morals” or “crime” or “insanity” or any of 
those things, but he wants to pull them apart and see what they are 
made of, how they came into being and what lies back of them. 
He does that in his individual analytic dealing with his patients. 
Of course, therefore, he finds fundamental characteristics running 
through all his patients coupled with individual differences instead 
of absolutely static concepts which are accepted as having a certain 
face value for everybody. 

The psychiatrist recognizes its existence (conscience) and thinks 
he knows something about the way it is built up in the course of 
individual psychological development. The criminal, yielding to his 
instinctive drives, does something which offends his conscience. 
To restore the balance of equilibrium his conscience then does 
something which inevitably brings about his punishment by leading 
to his discovery. And so we very often see the criminal doing and 
saying the very things that of necessity must lead to his appre- 
hension. This is put down as stupidity but it is something far more 
than that and of far deeper significance. It is a tremendous self- 
sacrificing effort to restore a lost intra-psychic equilibrium and 
indicates at once where to take hold in order to apply a rational 
therapy. This need for punishment is one of those fairly funda- 
mental traits of most human beings under certain circumstances 
that needs to be recognized, and how can a penal system ignore 
its implications in dealing with the criminal? 

Do not gather from what I have said that I think the psychiatrist 
has within his grasp the solution of all social problems. I have no 
such idea. I only feel that he may play a part in their solution, 
which, as I have indicated figuratively, is similar in importance to 
the part of the histopathologist in general medicine. Just as the 
histopathologist could not come into being until the microscope had 
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been invented, so the psychiatrist has not been able to function as 
an assistant in the interpretation of social forces until new methods 
of investigating the mind were developed. These new methods, 
like the methods of the microscopist, are not infallible and of 
course lead frequently to mistaken results; but they are neverthe- 
less new methods and as such need to be worked to their full for 
all the advantages that they may offer, and these advantages I 
believe will prove to be increasingly great. I feel, therefore, that 
the time is now ripe for the social sciences to avail themselves of 
the methods and the facts of psychiatry; and The American Psy- 
chiatric Association is anxious so far as in its power lies, to place 
the results of the efforts made by its constituent members at the 
disposal of this group. I trust that I have made a presentation 
sufficiently clear to leave you in a receptive frame of mind. If so, 
I am sure you will find The American Psychiatric Association 
anxious to meet with you along any lines of codrdinated endeavor 
that you may feel it is wise to initiate. 
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ORGANIZATION IN VETERANS’ BUREAU NEURO- 
PSYCHIATRIC HOSPITALS.* 


By WILLIAM M. DOBSON, M. D., 
Chief Medical Officer in Charge U. S. Veterans Hospital, No. 100, 
Camp Custer, Mich. 


At the close of the World War the people of this great repub- 
lic were unanimous in their desire to give their brave disabled sol- 
diers the very best treatment known to science. At that time the 
country was more or less disorganized in its transitional period 
of changing from an armed camp to a peaceful nation. The dis- 
abled soldiers were tired of military life and were rapidly being 
discharged from the army and the reaction caused them to resent 
anything that suggested military hospitals. The great Army Medi- 
cal Corps itself was rapidly being reduced to a peacetime basis. 
At that time the problem of the care of the disabled ex-service 
man was a colossal one. Realizing the emergency existing, Con- 
gress designated the U. S. Public Health Service to provide 
medical facilities. Later the Veterans’ Bureau was established 
and took over the work the Public Health Service had so ably 
started. Since the Veterans’ Bureau has assumed the medical 
responsibility the rules and regulations of the Public Health 
Service have been modified to meet these changed conditions. 
From this point the Veterans’ Bureau has built up an organiza- 
tion for the care and treatment of ex-service men and women that 
is the greatest organization in magnitude that the world has ever 
seen. 

The Veterans’ Bureau is operating 51 hospitals, namely, 18 for 
tuberculosis, 17 for general cases and 16 for neuropsychiatric 
cases, with two neuropsychiatric hospitals under construction, one 
to replace existing leased facilities, the other to provide 1000 ad- 
ditional beds. The total number of patients cared for by the Vet- 
erans’ Bureau on February 26, 1927, was 27,561, of this number 
18,136 were cared for in hospitals operated by the Veterans’ Bu- 
reau, the rest were cared for in marine hospitals, army and navy 


* Read at the eighty-third annual meeting of The American Psychiatric 
Association, Cincinnati, Ohio, May 31, June 1, 2, 3, 1927. 
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hospitals, soldiers’ homes, interior departments and civilian insti- 
tutions. The load is gradually and steadily increasing ; for exam- 
ple, on December 4, 1926, the grand total for United States Veter- 
ans’ Bureau patients was 26,194, and on February 26, 1927, it 
was 27,561. There has also been a steady increase in the number 
of neuropsychiatric patients. On January 2, 1926, there were 
7054 neuropsychiatric patients under treatment in Veterans’ Bu- 
reau hospitals, and on February 25, 1927, there were 8127. 

It is very difficult to say at the present time when the peak of 
the neuropsychiatric load will be reached. One of the reasons for 
this gradually increasing load will be found in Section 202, para- 
graph 10, of the World War Veterans’ Act, 1924, as amended, 
which reads in part: 

That all hospital facilities under the control and jurisdiction of the Bureau 
shall be available for every honorably discharged veteran of the Spanish- 
American War, the Philippine Insurrection, the Boxer Rebellion, or the 
World War, suffering from neuro-psychiatric or tubercular ailments and 
diseases, paralysis agitans, encephalitis lethargica, or ameebic dysentery, 
or the loss of sight of both eyes, regardless of whether such ailments or 
diseases are due to military service or otherwise, including traveling expenses 
as granted to those receiving compensation and hospitalization under this 
Act. The Director is further authorized, so far as he shall find that existing 
Government facilities permit, to furnish hospitalization and necessary travel- 
ing expenses incident to hospitalization to veterans of any war, military 
occupation, or military expedition, including those women who served as 
Army nurses under contract between April 21, 1898, and February 2, 1001, 
not dishonorably discharged, without regard to the nature or origin of their 
disabilities provided, etc. 

The organization of the general and tuberculosis hospitals un- 
der control of the Veterans’ Bureau is practically the same as the 
neuropsychiatric hospitals, the difference being only in minor de- 
tails. This paper, however, will deal only with the neuropsychiatric 
units. 

The Veterans’ Bureau Headquarters is in the Arlington Build- 
ing, Washington, D. C., and will be referred to as Central Office. 
The Director has established Regional Offices in each state whose 

function is principally claims, examinations, out-patient treat- 
ments, and the authorizing of hospitalization. In addition to the 
Regional Offices, Area Coordinators have been established at 
strategic points throughout the country. Their function is coordi- 
nation and inspection. Assistants to the Medical Director in Cen- 
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tral Office periodically visit all hospitals and regional offices in 
the service, for the purpose of standardizing and correlating their 
activities. The Director has also established a Medical Council 
composed of nationally known specialists to advise and aid him 
in his scientific program. 

The individual hospital organization is practically as follows: 
The medical officer in charge is responsible directly to the director, 
through the medical director. The professional and administrative 
departments are sharply defined. All professional activities are 
headed through the clinical director and all administrative activi- 
ties headed through the business manager. In actual practice 
these two departments are not such strangers as might be inferred. 

The duties of the assistant medical officer in charge as author- 
ized by the director are as follows: 


Assists the medical officer in charge in general supervision of the profes- 
sional, technical and administrative activities of the hospital under his direc- 
tion, and assumes the duties of the medical officer in charge of the hospital 
in his absence. Is responsible for the custody of completed clinical records, 
register of patients and other records and reports pertaining to beneficiaries, 
also performs the duties of sanitary officer. 


The business manager’s duties as prescribed by the director are 
as follows: 


The business manager shall, under the direction of the medical officer in 
charge, supervise the following activities specifically, and such others as 
may develop incident to the upkeep, repair, and business functions of the 
hospital. 

Correspondence with Central Office on all matters concerning activities 
incident to business functions of a hospital shall be prepared by the business 
manager, for the signature of the medical officer in charge, or, the business 
manager may correspond with central office direct, with the authority of the 
medical officer in charge. 

Business managers in hospitals, are upon recommendation of the medical 
officer in charge, and with prior approval of Central Office, authorized to 
sign the necessary requisitions, travel orders, purchase orders, vouchers, 
and other authorizations, documents, and correspondence under the direction 
and supervision of the medical officer in charge. In recommending delegation 
of this authority, medical officer in charge may recommend that authority 
be granted the business manager to sign all the documents referred to, or 
only those relating to such parts of the work or subjects which the medical 
officer in charge wishes to delegate. When such authority has been granted 
by central office, it shall be exercised upon the responsibility of the medical 
officer in charge at all times. 
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In other words, the duties of the business manager relieve the 
medical officer in charge of all business details and leaves him 
free to devote more time to the professional service, and to study 
and direct the different activities. This department was estab- 
lished in 1924, and in the short time it has been in operation has 
well proven its value economically and also by increased efficiency 
of the hospitals. 

The advantage of a centralized purchasing agency is recognized 
in the Veterans’ Bureau as in other government departments. 

There are four distinct methods of securing supplies and services 
for the U. S. Veterans’ Bureau hospitals. 

First: Supplies are secured on requisitions drawn on our cen- 
tral supply depot. These supply depots, numbering two, are lo- 
cated at Perry Point, Md., and Chicago, Ill. The supply depots 
are stocked by central office purchases made on annual contracts. 
Lists of materials carried in the supply depots are furnished the 
hospital and any such supplies as are contracted for by central 
office, whether carried in the central supply depot or shipped 
from the contractor direct, must be secured, except in dire emer- 
gencies, on requisition. 

Second: Commodities, such as subsistence supplies, janitor and 
laundry supplies, ice, gasoline, oil and lubricants for automotive 
equipment and other machinery and other miscellaneous supplies 
that are used as an essential to the operation of the hospital are 
purchased on formal contracts by the medical officer in charge 
without the prior approval of central office. 

Third: Emergency purchase, or an item of necessity that must 
be purchased for immediate use due to an unforeseen condition. 

The fourth method of obtaining supplies is one that has recently 
been adopted and although not thoroughly worked out in all de- 
tails has during the short period of its operation proven of value. 
This is a scheme whereby the Bureau is endeavoring to purchase 
centrally such subsistence supplies as are suitable or of common 
use and have them shipped direct to a hospital, as an example of 
the worth of this centralized purchase plan: One recognized meat 
packer will probably furnish no less than fifteen hospitals of the 
Veterans’ Bureau service with meats of an identical brand and 
quality at a uniform price, whereas were these hospitals required 
to solicit proposals and make individual contracts considerable 
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variance in quality and price would be the result. Staple canned 
goods and non-perishable solid food commodities are purchased 
under the centralized purchase plan. The specifications for all 
subsistence supplies are very rigid and consequently nothing but 
the best food is purchased for the patients. For example, the 
specifications in one meat proposal were so rigid that some of the 
large packing houses refused to bid on it. These specifications 
were revised and rewritten but they are still so severe that only 
the very best meat in the market is accepted. 


The property custodian is under the immediate supervision of the business 
manager and is responsible and accountable for the proper use, preservation 
and maintenance of all property under the jurisdiction of the hospital ; main- 
tains proper records covering such accountability and responsibility. Responsi- 
bility for the receipt and issue of all supplies and equipment and the super- 
vision of all property records, storerooms and property in storerooms. 
Responsible for the proper preparation and distribution of all property 
vouchers, correspondence and documents relating to the transfer, damage, 
loss or other disposition of such property. Is responsible for making periodical 
inventories of property in storerooms and for giving such assistance as is 
necessary in making inventories of those issued on memorandum receipts. 
Responsible for the custody of patients’ effects and valuables and the main- 
tenance of an accurate record of such effects or valuables. 


Each hospital has its special disbursing agent who pays all prop- 
erly approved vouchers. Advantage is taken of all bills where dis- 
counts are allowed. The hospitals are on the budget system. The 
allotments are made under two principal symbols, namely, salaries 
and expenses and medical and hospital services. Salaries and ex- 
penses are sub-divided into seven different symbols, namely : 


Personal services. Transportation of things. 
Supplies and materials. Repairs and alterations. 
Communication service. Equipment. 


Travel expense. 


Medical and hospital service is sub-divided into ten different 
symbols, namely : 


Personal services. Repairs and alterations. 

Supplies and materials. Special and miscellaneous current 
Communication services. expenses. 

Travel expense. Burials. 

Transportation of things. Equipment. 


Furnishing of heat, light, 
water, power, and electricity. 
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The hospital is obliged to keep within the allotment for each 
symbol. If, however, any unforeseen expense should deplete a 
certain symbol, a transfer of funds from another symbol may be 
obtained from central office provided an adequate explanation is 
given. In addition to the above allotments, the construction de- 
partment of central office holds certain funds to cover mainte- 
nance and repair necessities. This fund is obtained by the hos- 
pitals on request with properly supporting papers as the occasion 
arises. 

The clinical director’s duties as outlined by the director are 
as follows: 


The clinical director will be responsible to the medical officer in charge of 
the station for the proper supervision on the personnel assigned to him under 
the hospital organization, and for the proper functioning of all clinical 
activities in the hospital. He will, in particular, supervise the professional 
work of the hospital, requiring such daily or monthly reports from the 
chief of the medical and surgical services as are considered necessary. The 
proper examination, care, and treatment of patients will especially concern 
him. He will make frequent visits to, and inspection of, wards; will consult 
with and instruct the medical staff; and advise the medical officer in charge 
on matters affecting the administration of and functions and personnel under 
him. 

In the absence of the assistant medical officer in charge, he will have 
custody of the completed clinical records and register of patients. He will 
be responsible for all Bureau examinations and all clinical activities in the 
hospital; will supervise all laboratories and personnel, and will also be 
responsible for the proper grouping (clinically) of all cases in the hospital. 


Complete records are kept of all the patients and in addition 
reports are frequently called for by the regional office and cen- 
tral office for rating purposes. Individual care and attention to 
each patient is also required and in order to make this feasible 
there were on February 15, 1927, 176 physicians to 8127 patients 
in the Bureau’s neuropsychiatric hospitals or a ratio of one 
physician to about 46 patients and for this same 8127 patients the 
entire hospital employees numbered 4244, or a ratio of one em- 
ployee to slightly less than two patients. 

Each hospital is well furnished with all of the latest approved 
scientific equipment. At no time in the history of the world have 
sO many patients been placed under one organization and in time 
much valuable scientific data will be developed. Each member 
of the staff is urged to specialize in some direction. When it is not 
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practical to have every branch represented on the staff of each 
individual hospital, the leading specialists in the community are 
employed as consultants. Each of the 51 hospitals is following on 
certain definite lines of research work. The hospital at Camp 
Custer has recently completed a study of comparison on the 
Kolmer and Kahn Tests and this paper was presented to the 
A. M. A. in their recent convention in Washington by Dr. 
Charles E. Roderick. We are also doing research work at pres- 
ent in the value of diathermy in conjunction with anti-luetic treat- 
ment of general paresis and cerebro-spinal syphilis. A complete 
check-up of the neurological findings in treated cases of general 
paresis is also to be studied. Careful statistics are kept on occu- 
pational therapy treatment. In one of these classes of 114 of the 
most deteriorated patients who were untidy and unable to do the 
simplest kind of kindergarten work, 31 are now doing good work 
on outside detail; nine have parole privilege; 72 have improved 
and two are not improved and are still untidy and in the habit 
training class. 

The reconstruction officer (medical officer), under the direc- 
tion of the clinical director, 


is responsible for the administration and supervision of the proper application 
of all curative measures other than the actual medical and surgical treat- 
ment of all patients in the hospital for whom such treatment is prescribed, 
embracing all branches of physiotherapy and occupational therapy which 
includes the making of handicrafts as a treatment measure for the patients. 
Is responsible for the coordination of reconstruction work with that of the 
ward surgeon or medical officer responsible for the medical and surgical 
treatment for patients. 

This department is divided into four groups, namely, physio- 
therapy, occupational therapy, physical culture and recreation. 
The physiotherapy department gives all electro, hydro and mas- 
sage treatments. The occupational therapy includes arts and 
crafts from the beginners’ class to the advanced class, wood work, 
shoe making and repairing, printing, farming, animal husbandry, 
gardening, etc. The physical culture department gives setting-up 
exercises, exercises to correct deformities and supervises all games 
and sports. The recreation department supervises the dances and 
all other entertainments. 

The nursing department employs only graduate nurses and is 
sufficient to provide ample nursing care to the patients. The diet- 
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ary department is headed by the chief dietitian. She is under 
the immediate supervision of the clinical director or medical 
officer in charge. She has charge of all the employees in her 
department, including the chef ; she requisitions all food supplies, 
inspects all such supplies received and rejects all which do not 
properly meet specifications ; prepares menus and checks all diets; 
requisitions from stock and storeroom new equipment, subsis- 
tence supplies and other supplies necessary for the operation of the 
dietetic department. The officer of the day inspects all meals 
by partaking of them before the patients are served. 

The social service department is similar to that in state hos- 
pitals. The contact representative 


is under the supervision of the medical officer in charge. Interviews patients 
concerning claims and insurance and assists the patients in preparing any 
documents incident to the presentation of such claims to the bureau for 
consideration. Assists claimants or their representatives in all matters rela- 
ting to claims or insurance and assists in the welfare of patients and families 
socially. Acts as liaison officer between the patient and the medical officer 
in charge and advises claimants of their rights under the several Acts of 
Congress under which the Bureau is operating. 


It can readily be seen from the above outline that each depart- 
ment head and each department are working more or less on their 
own responsibility but in addition each department dovetails with 


the other departments in such a way to make the hospital a com- 
plete unit. 


DISCUSSION. 

Dr. O. C. Wittgite (North Chicago, Ill.).—I think Dr. Dobson’s 
paper has outlined the Bureau’s method and procedure quite completely. 
While there are a great many rules and regulations in connection with the 
Bureau’s work, this is probably necessary; on the other hand, it seems to 
me there should be an effort made to limit these to as few as possible; other- 
wise, too many regulations tend to destroy initiative and thus prevent the best 
results possible. 

The plan of organization of Bureau hospitals has undergone numerous 
changes since the Bureau assumed the care and treatment of ex-service men. 
Changes have been made where such would bring about better results, having 
in mind the thought of making for a better hospital and rendering better care 
and treatment. Not only is there a better organization, but the erection of 
better hospitals is to be noted. 

The Bureau has asked some of the best medical men of the country to act 
in an advisory capacity in their efforts to bring the hospitals up to a high 
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standard, and practically all the Bureau hospitals now are on the approved 
list of The American College of Surgeons. 

The Bureau’s efforts have stimulated the medical work in many ways. 
Research has been encouraged and routine has been much more thorough. 
Short courses have been established for medical men in the service -and 
men have been detailed to these courses. In every way the Director has 
shown a great deal of interest in the medical side of the work and appropria- 
tions have been generous for the things that the medical men need. It has 
been a great pleasure to me to see the marked progress that the Bureau has 
made in the care and treatment of ex-service men. 


Dr. JoseEpH C. MicHaAeEL (Minneapolis, Minn.).—I would like to ask Dr. 
Dobson if he can tell us about what the average daily maintenance cost per 
patient for an organization of this sort is. 


Dr. Francis E. Deviin.—Dr. Dobson’s paper is most interesting, particu- 
larly so to those who like myself are identified as consultants with the 
problems of the mentally afflicted among our returned men. 

I would like to hear from Dr. Dobson with regard to the admission of 
patients into the hospitals of the veterans in the United States. I have had 
occasion to differ in opinion with the regulations dealing with this subject 
such as laid down by the federal authorities at Ottawa. This leads at times 
to interminable letter-writing and discussion. 

I would be pleased to learn from Dr. Dobson what are the general regula- 
tions now governing this matter. For instance, the number of years which 
the authorities at Washington will allow to elapse when they will still 
recognize that a case can be attributed to War Service. 


Dr. Dosson.—The average daily cost of all the neuropsychiatric hospitals 
is something over three dollars. I did have those figures. In our particular 
hospital it ranges about two dollars and forty odd cents. That includes 
everything and is the per diem cost. 

As to admission of the patients, I believe the law states that on 
January 1, 1926, all claims must be in for service connected cases. No 
service connected case will be considered whose claim has not been filed 
before then. This eliminates any new cases being connected with the service. 
They have had their chance. This law was changed two or three times 
extending the time in which the claims could be filed, and that was the final 
one. The final reinstatement insurance, I believe, ends the 2d of July. They 
can reinstate their insurance up until the 2d of July. That insurance comes 
up to $10,000, and to pay back insurance I think you pay one month only of 
the term insurance and that can be changed to any form. I believe that will 
be the last date to which Congress will extend the reinstatement of insurance. 

The neuropsychiatric hospitals that are running at the present time are 
overcrowded. We take only the service connected cases at the present time. 
The ruling on that is that if we have vacant beds which are not required for 
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service connected cases, we may take any case, whether service connected or 
not, provided he has an honorable discharge from the army, navy, or 
marines. Does that answer your question? 


Dr. Deviin.—Yes, I would like to get it clear in my mind, as I am sure 
you fully have realized how difficult it is at times to establish the relation- 
ship of a psychosis with war service, particularly in those cases wherein 
the evolution of the mental disturbance has been a matter of time and the 
definite picture only made manifest to the family and the family physician 
years after the war terminated. Supposing a soldier honorably discharged 
had presented a well-defined mental disease in 1925, and that it was difficult 
to get all the facts and symptoms connected with his case so as to be able 
to trace his mental condition right back to the time of the war, would you 
accept such a case? 


Dr. Dosson.—They would accept the case provided the claim was filed 
before January 1, 1926. The claim does not have to be established at that 
time. If the claim is filed before January 1, 1926, then it may take two or 
three years to establish that claim, but he is entitled to it if it can be estab- 
lished and he would get back pay from the time the claim is established. 
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TENTATIVE CRITERIA OF MALIGNANCY 
IN SCHIZOPHRENIA * 


By HARRY STACK SULLIVAN, 
Sheppard and Enoch Pratt Hospital, Baltimore, Md. 


Psychiatric prognosis may best be considered as a specialized 
technique in social psychology. Its problem is the prediction of the 
future adaptability of an individual within some more or less clearly 
envisaged milieu composed principally of people. To reach a judg- 
ment of prognosis, facts are accumulated in regard of (a) the per- 
sonality of the patient, (b) the morbid process which he is suffering, 
and its effects on his personality, and (c) the significant factors 
in that cultural environment to which the patient may presently be 
returned. In no case an easy achievement, prognosis of those indi- 
viduals who suffer schizophrenic disorders is peculiarly difficult 
for several reasons. The personality of the patient is hard to 
appraise: his cooperation in such procedures as free association 
and dream study are difficult to secure; facts contributed by pre- 
vious associates are meagre, owing to his “ shut-in” responses to 
pre-psychotic social situations; and the parents are almost always 
psychopathic in their reaction to investigation—perceiving more or 
less dimly their part in the illness of their progeny and smoothing 
over and falsifying liberally. .gain, the fundamental character- 
istics of the schizophrenic process itself are still in doubt. We are 
but beginning to free ourselves of many misconceptions concerning 
“dementia precox”’ and the majority still revise diagnosis when 
the patient recovers. The Kraepelinian diagnosis by outcome has 
been a great handicap, leading to much retrospective distortion of 
data, instead of too careful observation and induction. Finally, it is 
no small task to distinguish in the environment to which the patient 
may expect to return, those cultural factors which are potentially 
effective in his adjustment. Without accurate data as to his own 
valuations, we are prone to serious errors in deciding which factors 


* Read in abstract at the eighty-third annual meeting of The American 
Psychiatric Association at a joint meeting with the American Psychopatho- 
logical Association, Cincinnati, Ohio, June 3, 1927. 
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are the significant ones and our efforts to weigh their influence are 
relatively futile. 

With the view to rendering explicit the processes coordinated 
in formulating prognostic expressions, a summary has been made 
of 140 consecutive admissions to this hospital of male patients in 
whom schizophrenic processes were shown. No diagnostic criteria 
have yet come to light the application of which would make possible 
a rigid classification of these people as victims of schizophrenia and 
of other disorders. A considerable number of the individuals con- 
cerned in the summary would ordinarily be regarded as “ mixed ” 
states, or psychoses associated with psychopathic personality, or 
eccentric alcoholic psychoses, and the like. From another viewpoint, 
a number of them would be considered as cases of malignant hys- 
teria, extreme psychesthenic reactions, or “grave parapathias, 
unclassified.” Continued experience with mentally disordered per- 
sons weakens the writer’s hope of finding clear nosological entities. 
The more one learns of what is going on in his patient, the less 
faith he can retain in the alleged types of anomalous and perverted 
adjustive reactions. The field of mental disorders seems to be a 
continual gradation, in which little of discrete types is to be found. 

At the same time, it is irrational to attempt a discussion of 
schizophrenic illnesses if the meaning of the term schizophrenia 
is not at all explicit. No scientific investigation can proceed even 
so far as empirical accumulation of relevant data unless some 
working hypothesis exists in the mind of the investigator. The 
writer assumed some time since that there was some distinctive 
peculiarity in the ‘‘ associational ” processes reflected in the verbal 
and other productions of dementia przcox patients, such, for ex- 
ample, that these productions would invariably impress one as 
difficult of understanding. This seemed to be a distinctive feature 
of Blueler’s descriptions, among others. The inherent vagueness 
of such a view was recognized, but the hope was entertained that 
it referred to something definite. That hope reached no fruition. 
The mysterious characteristics of the productions invariably faded 
when some familiarity with the life experience of the patient was 
secured. Study of the work of other psychiatrists who seemed to 
be favorably inclined toward this conception revealed that not 
“ absence of rapport ” but some particular peculiarities in the verbal 
and written interchange between patient and physician were effec- 
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tive in bringing about a diagnosis opinion. The notion of emotional 
disharmony or peculiarities in the affective features of mental life 
in schizophrenics (Kraepelin’s disorder of will and emotion) was 
next accepted as a tentative basis for clinical investigation. So long 
as the writer was content to use his subjective appraisal of the 
emotional life, based on crude observation of the patient in excep- 
tional situations—e. g., when required to stick out the tongue in 
order that it might be injured—there seemed to be some uniformity. 
As soon, however, as more minute observation was applied to this 
aspect, the alleged criterion tended to become vague and non- 
specific. 

Finding no distinctive cognitive or affective features of mental 
life which could serve as criteria of the presence of the schizo- 
phrenic process, he concentrated investigation on those aspects 
called by the traditional psychology, conation. It is still too early 
to express final judgment in regard of distinctive peculiarities of 
motivation in individuals suffering presumably schizophrenic ill- 
nesses. The inclination at this time is to distinguish the functional 
prominence of certain motivations as typical of these processes and 
to look upon the untimely appearance of these motivations as 
notably diagnostic. 

Schizophrenia is considered tentatively as an evolution of the 
life process in which some certain few motivations assume ex- 
traordinary importance to the grave detriment of adjustive effort 
on the part of the individual concerned. This disturbance of adjus- 
tive effort is shown as an interference in the realm of social 
experience. Social experience refers to anything lived, undergone 
or the like in adjustive or maladjustive contact with at least one 
other person or with surrogates of persons. It excludes experience 
pertaining wholly to the individual’s bodily sensations, emotions 
and the like ; and also experience of the inanimate physical universe, 
as well as of all creatures excepting those invested with valuations 
and meanings approximately anthropomorphic. It includes cog- 
nitive, affective, and conative phenomena pertaining to persons and 
groups and to animate or inanimate objects which for various rea- 
sons have magical or religious relationship to the individual. It 
is approximately correct to say that experience is distinguished as 
social rather than extra-social when the “ external ” objects which 
have important relation to it are invested by the experiencer with 
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potentialities which are more or less human or anthropomorphic 
in character. Besides the quasi-passive aspect, there are of course, 
the aspects including the subject’s action in the social situation and 
the response of others to that action ; and finally, factors which we 
can conveniently identify as social motivations, tendencies, or im- 
pulses which give immediate origin to the actions, and indirectly 
govern the content of more passive experience. 

/ swe consider the infantile and childhood periods of personality 
genesis to be prior to the real socialization of the individual, it is 
cogent to enquire if schizophrenic processes can occur before the 
juvenile era. It is easy to assume that the mental life in infancy 
and childhood is of too recondite a nature for us to identify pre- 
schizophrenic phenomena within it. It is equally easy to assume 
that the rich fantasy life in infancy and childhood is of a piece with 
the schizophrenic psychosis. The writer is disinclined to either 
of these views. There are phenomena occasionally to be observed 
in infancy which have a certain relationship to schizophrenia. The 
night terror and terror dreams of childhood are so closely related 
to schizophrenic panic states that it does violence to scientific 
method to arbitrarily separate the two groups. As was pointed out 
by Clouston, these eruptions of fear during sleep are important 
omens of future mental disorder. Even more in point are those 
manifestations of childhood thought to which we refer as temper 
tantrums. While incidents of occasional nocturnal panic are often 
lost from the anamnesic information conveyed by parents and can 
only be recovered when the patient becomes accessible to analysis, 
the temper tantrum makes sufficient impression upon the complex- 
driven parents so that once their conceit has been abated, such 
history is obtained in a considerable percentage of cases. As has 
been mentioned elsewhere,’ our observations would give much 
prominence to these several evidences of imperfect adjustment in 
the home milieu. In so far as the nocturnal disturbances represent 
the suspension of sleep by emotional states accompanying tentative 
solutions of childhood problems, they may be taken as a sign that 
there is great discrepancy between the adjustive demands to which 
the child finds himself subject on the one hand, and the growing 


*“ Schizophrenia, Its Conservative and Malignant Features,” Am. Jour. 
Psycuiatry, IV, 1924, pp. 77-91; “ Regression: A Consideration of Rever- 
sive Mental Processes,” State Hospital Quarterly, 1926. 
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system of adjustive tendencies which make up his personality.’ 
Such a child is apt to pass into the juvenile period of personality 
growth with a handicap that eventuates in mental disorder, mild 
or severe. On the other hand, it is quite possible that he may secure 
additional experience from his compeers, etc., that will resolve his 
conflicts or reduce their malignancy to such extent that he escapes 
material maladjustment. When the history of a schizophrenic 
patient includes the incidence of pavor nocturnis, nightmares and 
the like, these are to be considered in prognostication as events 
showing those periods in personality genesis during which exclu- 
sion from conscious awareness was used unsuccessfully in dealing 
with life experience. If they occurred very early—e. g., in late 
infancy—then the character of the experiential material concerned 
must have been primitive and pre-verbal, and its elucidation will 
be correspondingly difficult. If they occurred in late childhood or 
only after the juvenile epoch was reached, then the experiential 
material involved may well have been fairly easy of formulation in 
speech, and so fairly readily obtainable and convertible into adult 
experience, with complete relief of the conflict. 

Temper tantrums—outbreaks of rage behavior—however, rep- 
resent not repressed material which makes its presence painfully 
felt in the dream-work, but material freely elaborated in the 
growing sentiment of self which renders the submission of the 
child to necessary or unnecessary adjustive demands, an intolerable 


* No allegation is intended to the effect that all those disturbances of sleep 
in infancy and childhood that are attended by fear, are to be interpreted on a 
“purely psychogenetic basis.” The writer knows himself to be without 
sufficiently extensive material to dogmatize in this premise. The pediatrician’s 
explanation of night terror on the basis of adenoids, etc., is certainly open 
to serious question. I have pointed out (“ The Evaluation of Fear” and 
“Some Notes on the Investigation of Sleep”) that a considerable number 
of people continue late into adult life to show fear and terror reactions on 
falling to sleep, in the cases of whom the content is of a highly inaccessible 
character. A number of these cases which have been under observation 
show conspicuous freedom from somatic maladies. Per contra, several 
cases of children with adenoids and tonsilary enlargement of considerable 
degree have been found to be entirely free from these nocturnal dis- 
turbances, as have also cases of childhood cardiac disease, etc. In short, 
this matter of sleep disturbance, like that of schizophrenia itself, can be 
explained on an organic basis only by the aid of carelessness, overlooking of 
negative instances, and lively pathological imagination. 
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insult to self-esteem. As such, they represent a rigidity of the self- 
regarding sentiment which bodes ill for any adjustment in a situa- 
tion in which the youngster is not practically omnipotent. Only 
the possession of elasticity in the tributary structures, or of remark- 
able talents—e. g., high general intelligence—can save such a person 
from very great stresses in juvenile and adolescent epochs. These 
extremely unfortunate children who have never modified their 
aggression and demands for instant and unconditional satisfaction, 
enter into the juvenile period (initiated by socialization of language 
habits and progressing through socialization of play, etc., up to the 
“gang” or homosexual stage of adolescence) with adjustive 
handicaps which are hard to overcome in time to prevent grave 
warp of social relations, and psychopathic, psychoneurotic, or psy- 
chotic developments. Prognostic implications of these factors may 
be expressed as a rule to the effect that the earlier were the appear- 
ances of rigidity in the self-regarding sentiment, the greater the 
difficulty of its therapeutic reorganization, and hence of securing a 
stable recovery. In other words, if the child showed very early a 
marked tendency to temper tantrums, and never “ outgrew ”’ this 
tendency, a subsequent post-psychotic adjustment of the personality 
to reasonable demands of social life is not easy to bring about, 
and can scarcely be expected unless the individual’s abilities avail- 
able to us are of an unusual order of merit. 

There is a certain difficulty in distinguishing the specific differ- 
ences between childhood fantasies and the content of dilapidated 
schizophrenics—particularly comfortable hebephrenics. It is quite 
possible that there is little distinction to be found in the character 
of childhood fantasies and those which go to make up the life 
process in the rare cases of “simple dementia przcox.” In all 
other cases the fantasies seem on close scrutiny to be entirely dif- 
ferent. Even at regressive levels of revery such that the recollec- 
tions, backgrounds, value scales, etc., are those of early childhood, 
the motivation easily inferable from the contextual content (the 
revery itself) is of an adult nature.” Schizophrenic fantasies deal 


* Regression of “the level of symbolic integration” (wide “ Erogenous 
Maturation,” Psychoanalytic Review, XII, 1926, pp. 1-15) is found to be 
remarkably evident in the dreams of an individual accumulated on unexpected 
awakening from sleep at various “depths.” While the writer is unable to set 
up criteria as to depth of sleep and therefore can make no indubitable cor- 
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with societal relations; relations of the individual to one, two, or 
many other people. Even the CEdipus fantasies of the child are not 
of a piece with those which occur in any of our patients. Sexual 
fantasies—incestuous, autoerotic, and homosexual—are naturally 
of a late juvenile or adolescent nature. Despite the fact that the 
schizophrenic often achieves a regression below the level of sociali- 
zation and into the era of childhood (or even infancy) in which the 
interpersonal relations are of the order of child-parent only, and 
that in this retrogressive process the sexual motivation regresses 
also and in its true sense is lost, still the fantasies which we recover 
from these patients show the radiation of sexual impulses which 
have been resymbolized in primitive figures. And these sexual im- 
pulses still effect a complete change of the reveries from childhood 
analogies. It even seems as if the process of regressive castration 
implies the elaboration of extensive symbol cadres, the like of which 
is inconceivable as an ingredient of childhood personality. 

Prognosis by the “depth of regression” is therefore not ra- 
tional. The hebephrenic, whose behavior seems to rest at the 
“depth ” of early childhood or late infancy, is of much more grave 
outlook than is the catatonic who has approximated an “ intra- 
uterine regression.” In this connection, outcome of psychosis is 
a function not of the general level of behavior, but rather of the 
disparity of regression of the various phases of personality (see 
“Schizophrenia; Its Conservative and Malignant Features ’”’). 
And the importance for outcome of this factor of disparity of depth 
in the regressions is significant only in so far as it implies dis- 
organization of the personality, of the individual’s interaction with 
and within the social environment, and of therapeutic access to the 
life experience of the sufferer. It may well be that this factor 
bears some important measure of relationship, also, to the un- 
willingness or inability of the sufferer to accept the personal source 
of much of his psychotic phenomenology 


relation in this particular, he has been able to discover in the case of four 
subjects that recollections, etc., used in the dream-work during that period 
of sleep in which there is the most marked reduction in blood pressure, 
peripheral temperature, psychogalvanic response, and increase in non- 
specific sensory threshold, are material originating in childhood experience. 
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It is in the juvenile and adolescent epoch of personality genesis 
that all schizophrenic processes have their locus.“ Among our pa- 
tients are several in whom the onset of recognized psychosis was 
quite early ; one under thirteen and another under fourteen years 
of age. We have encountered no case of recognized schizophrenic 
psychosis below the early or homosexual phase of adolescence: 
the so-called dementia przecoxisima seems rather scarce. One would 
conclude that psychotic manifestations sufficiently obvious to excite 
attention usually appear rather late in adolescence, and but rarely 
as early as the juvenile epoch. On the other hand, we have some 
material which shows the frank appearance of the motivations 
which we are inclined to call schizophrenic, well down the scale 
below adolescence. None of the cases shows anything more charac- 
teristic than pavor nocturnis, terror dreams,’ and temper tantrums 
occurring before the socialization of language habits and association 
in play, etc., with compeers. All of those from whom data have 
been available have shown disorders of social tendencies in the 
course of the juvenile and adolescent periods. Our knowledge of 
these disorders is not furthered by grouping them as manifestations 
of introversion (hormonic or otherwise). They do not seem to be 
ordained by constitutional or innate factors. They impress me as 
the relatively clear outcome of experience. They show as modifica- 
tions of common social activities brought about in efforts to secure 
desired ends (or to avoid undesired results) and are the effect of 
peculiarities in the conditions which have surrounded the individual. 
They are by no means “ conditioned reflexes ” in the accepted sense. 


“In “ The Onset of Schizophrenia,” Am. Jour. Psycuiatry, VII, 1927, pp. 
105-134, evidence is shown to support the belief that adolescence as a phase 
of personality genesis should be regarded as reaching its terminus in the 
incident of a really satisfying adjustment to a sex object—hetero- or homo- 
sexual. Until such sexual adjustment has been experienced, if only briefly, 
there are characteristics of the life process which identify it (regardless of 
chronological age) as adolescence. Once such experience has occurred, the 
chance of schizophrenic illness seems to become nil. 

*It may be well to emphasize the magnitude which these disturbances of 
sleep may assume. One of my cases, who developed a psychopathic per- 
sonality with unusually difficult evolution of his sex life, culminating finally 
in a homicide, had at intervals in childhood attacks in which he would 
“awaken” into a twilight state of some considerable duration during which 
he would perceive the hangings, pictures, etc., of the room in flames. He 
showed nothing of epileptic tendencies. 
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There is no simple stimulus-response situation. That which is given 
to the individual is not what is given to his more “ normal ” com- 
peers, and in order to continue to live with them he has modified 
his social acts, elaborated eccentric social tendencies, and finally 
altered the nature of the given—that which he selects for experienc- 
ing from the situation in which he exists. In the process he has 
become eccentric, psychoneurotic, or psychotic. 

Unfortunately, our study of social phenomena from this scientific 
viewpoint is quite new. We begin for example, to see why “ silli- 
ness” is of bad prognostic omen. The act of laughing in that 
peculiar way in an attempt to satisfy a social tendency manifests 
given objects or conditions widely removed from those which we 
select for attention and activity in our successful interplay with 
others. It reflects a self (as an important one of the objects given 
to the patient, as subject) quite far from the intelligent rational self 
which we accept as ours. Perhaps these sketchy remarks will serve 
to indicate the promise of further investigation along this line. 

Prognostication by age at onset of the recognized psychosis is of 
but indirect value. In so far as one can find in the history evidence 
of maladjustment extending back for years before the serious col- 
lapse of personality, one is justified in drawing some conclusion as 
to the abilities of the individual, and as to the stability of his per- 
sonality integration. The former bears upon the chance of recov- 
ery ; the latter is of but most indirect bearing on outcome. It is not 
infrequently the case, however, that the very freedom from such 
observed signs of adjustive strain is entirely fraudulent, and 
deceives us in our estimation of the factors that resulted in the 
psychosis. One hears of the bad outlook where the break was 
dramatic and the situation in which it occurred, practically without 
unusual features that might “explain” the illness. This opinion 
may include nothing of the facts. If the schizophrenic psychosis 
actually occurred “ out of the blue ”—without material individual- 
environment factors of causation—then surely the prognosis might 
be anything, for understanding of the illness would elude us entirely 
(unless we revert to the doctrine of predestination). Other things 
being equal, the age-at-onset factor may be appraised as follows: 
The younger the patient in the age group from 55 to 17, the better 
the outlook ; in earlier years, the younger the patient, the poorer 
the outlook because of the improbability that he has ideals and 
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valuations of other persons such that we can establish good rapport 

in our attempts at therapy. If we can secure good data on the 

significant people from whom he has derived his ideals and valua- 

tions, and these include no extreme cases of psychopathy, we may 


‘reach ”’ the 
patient. In such a fortunate case, the general rule applies—the 


be able to adjust our approach in such a way as to 


younger the patient, other things being equal, the better the outlook 
for recovery. 

Study of the evolution of personality has led us to a number of 
tentative conclusions which at first glance, may seem rather bizarre. 
Had not schizophrenic individuals provided considerable data of 
confirmation, they must needs have remained far-flung speculations. 
We have come to look upon the human organism as at first a purely 
hedonistic process. Its first acts tend to satisfy needs which are un- 
pleasant, and the satisfaction is pleasant and eventuates in a return 
to the quiescence called sleep. The skeletal musculature is more or 
less tensed and functional enervation is maintained so long as needs 
remain unsatisfied. On their disappearance, there is musculature 
relaxation and almost complete abolition of contact through sensory 


‘ 


channels and consciousness with the “outer” environment. As 
chemical (or other) necessities accumulate, the tonic factor of ener- 
vation grows more and more conspicuous, until the tension suffices 
to suspend sleep—with attendant restoration of permeability of the 
sensory channels and more or less coordinated musculature activity 
of the appropriate parts. Some effort has been made in “ The Oral 
Complex” (Psychoanalytic Review, XII, 1925, pp. 31-38) and 
elsewhere, to suggest the great importance of the oral zone of 
interaction with the environment. In “ Affective Experience in 
Early Schizophrenia” (Am. Jour. Psycuratry, VI, 1927, pp. 
467-483) stress has been laid on the importance of postural tensions 
of the peri-oral region in the expression of impulses, particularly 
the more persistent tendencies. It seems now, that these persistent 
tendencies which are expressed by alterations of tone in the peri- 
oral musculature are generally tendencies of a social rather than 
hedonistic, etc., nature. It is being borne in upon me that a great 
deal can be inferred concerning the attitude of the patient in relation 
with the physician and other significant persons, from noted changes 
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in these postural tensions. It has been possible in several cases 
where considerably affective relations had been developed to pro- 
vide experience the effects of which have appeared in correctly 
anticipated alterations of these postural tensions. ? 
The mouth and nose may be considered as apparatus by which 
the subject secures and incorporates in himself objects from the 
“outer” world. One acquires for his body by the mouth. One 
feeds his life through the nose and mouth. Knowledge may come 
by the eyes and ears or by the sense of touch, but “ substance ”’ is 
taken by us through the nose and mouth. This comes not as inter- 
pretation, but as the precipitate of crude fact from the days before 
speculative thinking—infancy and early childhood. This positive 
taking in by the nose and mouth antedates all cultural experience. 
It is well established as a function before there is any differentiation 


of the creature from his “ outer ” environment, represented by the 


nipple and later the mother, crib, etc. In contradistinction to the 
case of controlling the sphincters, training (cultural inhibitions) 
in this zone has as its end restriction of objective-choice only, rather 
than the production of wholly new habits of control to interfere 
with automatic reflex processes. The oral function of material 
acquisition is therefore one which grows on the basis of the most 
primitive innate abilities, without suffering any marked distortion 
or redirection from its crude biological “ end.’’ Again, from before 
birth the oral-nasal-pharyngeal apparatus is capable of good repre- 
sentation in whatever consciousness there exists. In this respect 
also it is distinguished from the sphincter zones in that awareness 
is but secondarily directed to them, in the shape of attention to 
cultural requirements thrust on the child. 

As Ferenczi has remarked in his Versuch einer Genital Theorie 
(Int. Psychoanal. Verlag., Leipzig, Zurich, Wien) the urethral 


*No implication is intended to the effect that the acquisition of anal and 
urethral sphincters control is necessarily accompanied by awareness of un- 
pleasant demands of a cultural character. Well-directed training can make 
this habit-formation a matter of impersonal fact rather like our acceptance 
of the weather, gravitation, etc. In such “normal” cases, the character 
traits called anal-erotic and urethral-erotic, respectively, are not developed 


and the preponderating symbolic importance of the mouth zone is all the 
more clear. 
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function is one of giving out ; and the rectal-anal, one of retention 
or hoarding. This is in the language of the child, but the thoughts 
of the child are the caissons on which is erected the super-structure 
of juvenile and adolescent thought. Furthermore, the fantasies of 
the child, as the psychoanalysts have demonstrated, are fantasies 
which we lose only by consciously elaborating them to an adult level. 
Substances are taken in through the (nose and) mouth and thrown 
off by the lungs, skin, kidneys, and bowels. Not alone in childhood 
fantasies but in folk-lore and quasi-philosophical ruminations we 
see the translation of these physical matters-of-fact into the realm 
of “ mental” things. 

Personality may perhaps be considered with a view to the pre- 
potency of one of these zones of interaction with material substances 
(in turn, considered as personal surrogates). We see (1) the oral- 
erotic, so called, who among other traits, is eternally taking in, 
without regard of retention (the emissive function may be more 
or less displaced in this sort of schizophrenic, so that expectoration 
becomes an important act—the saliva often assuming equivalence 
of sperm) ; (2) the anal-erotic, who retains, hoards, and gives out 
but unwillingly ; and (3) the urethral-genital, the characteristics of 
whom depend importantly on the developmental emotional bias and 
on the degree of evolution of adjustment of the sex impulse. 

Personality may be thought of as elaborated with principal 
reference to one of the primitive emotional situations. Thus the 
over-emphasis of anger responses may be conceived as leading to 
violent and aggressive personalities, and to epileptics. The exag- 
gerated anticipation of all the child’s wants may eventuate in an 
attitude of passive omnipotence, and a secondary obsessional type 
of personality. Where the infantile and early childhood experience 
has been accompanied principally by fear, we ariticipate individuals 
who manifest “ defense reactions ” as their characteristic. Among 
these latter, we expect to find most of our schizophrenics. 

A combination of these rough classifications has seemed to give 
us some insight into differences to be identified in our clinical 
material. To us the oral-erotic obsessional patient is a very different 
sort of person from the anal-erotic. The problem presented by his 
treatment is quite different. The oral-erotic epileptic, rare though 
he may be, is a clinical problem of some promise ; the anal-erotic, 
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by no means to be sought.’ These generalizations seem peculiarly 
cogent in the case of schizophrenics. On the other hand, it is not 
too easy to formulate “rules ’”’ by which to place patients under 
these rubrics. The oral-erotic seems to be a fairly clear cut picture. 
Anal-erotic tendencies show early in the disorder period, by un- 
pleasant fantasies of money, gas attacks, color displays, etc. To the 
urethral-genital class, I refer those adolescents in whom the early 
training (complex of sexual sin) incest barrier, and homosexual 
elaborations have not operated to prevent some evolution of pre- 
potent value in the genital sensations. 


CASES REGARDED AS PREVAILINGLY ORAL-EROTIC. 


CASE 13.—Patient admitted February 6, 1923, xt. 20; illness observed 
six months previously; the elder surviving of two boys. The father has 
been semi-invalid for a long time; the mother, nine years the father’s junior, 
is rather nervous; nothing is known of more remote relatives. Information 
concerning birth and early development lacking; finished high school zt. 17, 
entering business in which he received two promotions. Mother was very 
strict as to the kind of company he kept and on one occasion when he 
produced a condom she staged a grand scene. Masturbation began at 12 and 
continued to date of admission, averaging two or three times per week. He 
regarded this as disgraceful. He day-dreamed considerably of becoming 
financially independent and a social success. He quit masturbation about a 
year and a half ago for about three months; gradually a feeling of sexual 
inferiority developed and he brought himself to taking a loose woman for 
an automobile ride. She stimulated him, but instead of engaging in intercourse 
masturbated him; this distressed him considerably. He had shown little 


* The most destructive epileptic with whom the writer has established some 
measure of contact was of the oral type. He was accessible and showed good 
promise of profit by psychotherapy. Circumstances rendered this impossible. 
The few other cases of these maladies which have been under care have been 
prevailingly anal in type. They have been difficult, tedious, and their 
material has in each case reached back into the comparative inaccessibility 
of early childhood. Passim, no data has yet been accumulated (from a very 
small epileptic material) in regard of postural tensions of the face, to com- 
pare with the findings in individuals suffering schizophrenic processes. 

* Genital sensations normally become superior during adolescence, to pleas- 
ure returns from any other sensory area of the body. 

That there is an “urethral character” seems to be dubious. Prolonged 
enuresis seems often to be associated with anal-erotic traits. The title 
“urethral-genital” is explained in the origin of genital pleasure. Vide 
“Erogenous Maturation.” 
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interest in women previous to this and he now began to drink with fellow 
employees. Shortly afterwards, after taking a few drinks and going to a 
cinema with a boy friend, he developed some interference with his vision 
and was helped out and taken home. During the night he felt that mice 
were running over him. He stayed in bed the entire day, obsessed with 
erotic feelings which he struggled to control. When an elderly chambermaid 
entered his room he made a feeble attempt to attack her. He had in mind 
performing cunilinguis. She escaped. In the evening he felt that he must 
go out and mail a letter, and when on the street he became dazed and walked 
about, pursued by “imaginary” lights, etc. He could not orient himself 
and felt that something terrible was about to happen. He was obsessed by 
sexual desires. He walked for hours and finally got home, stayed awake all 
night and worried lest his name “be dragged in the mud.” When a doctor 
was called he refused the medicine, feeling that it contained poison. In the 
next day or so he again attacked the elderly chambermaid and attempted to 
perform cunilinguis on her because he “ needed some transference of blood 
from the womb to get well.” She was rescued and he was taken to a sani- 
tarium where he remained three days, being then taken home. 

He continued extremely erotic and one afternoon attacked his mother, 
throwing her on the floor, thinking that he “had to extract blood from the 
mother’s womb in order to purify myself.” His courage failed him and 
he gave up the attempt; became restless, walking aimlessly in the street; 
tried to read newspapers and books but saw the “ wrong side of everything.” 
Saw some news item pertaining to crime and immediately became fearful 
that he was involved in it; believed that actions of others had reference 
to him; hallucinated voices and noises at night; and was quite fearful— 
feeling, however, when morning came that his experiences had been largely 
imaginary. 

He was received in a condition bordering on panic. Under treatment for 
three and one-half months and discharged as a social recovery. Toward the 
end of his stay he attempted an extensive heterosexual adjustment. 

After a time on the outside he resumed his former type of employment 
and continued approximately well for over three years, thereafter developing 
mild paranoid psychosis with feelings that he must not eat where he could 
be observed. This illness followed his securing a position which was really 
beyond his ability. 


Case 17.—Admitted March 10, 1923, xt. 26, from the H. Phipps Psychi- 
atric Clinic to which he had been admitted January 29, 1923. The youngest 
of four children, the eldest a boy distinctly effeminate in his manner, the 
second an army officer, the third a girl one year the patient’s senior; the 
father living, well, a successful merchant; the mother eleven years his 
junior is fairly well. Birth and early development reported normal. Did 
very creditable work in high school and was winner in an interscholastic 
oratory contest. While in the university he began to complain of difficulty 
in concentrating, returned home and went to work. Enlisted in the navy 
during war, making frantic efforts to secure his discharge immediately 
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after the armistice. Then observed to be nervous and dissatisfied. Had 
several positions, each of which he lost due to business depression. In the 
summer of 1922 it was noted ‘hat he was depressed and worried; his response 
to questions being “I can’t tell you.” Made vague reference to relations 
with a woman at the university, after which a number of incidents occurred 
which had aroused his suspicion to the effect that she and another were 
“going to tell on him.” Entered pre-medical school; did very poorly, and 
was hospitalized. 

In retrospect the family realize that for three or four years he has been 
irritable and fault-finding; that for two years past he has been noticeably 
seclusive. For a long time he has prided himself on his knowledge of 
women, boasting that his “specialty” was married women. For two or 
three years he devoted much time to writing letters to girls and carried with 
him at all times a book full of their addresses. Much complaint of tonsil 
trouble and several guillotine operations in the past four years. He said 
to his eldest brother that since he had his tonsils removed he had been better 
able to think about the events of his early life; on several occasions he 
frequently remarked that he “was gradually becoming straightened in my 
mind.” It was finally discovered that he had a most elaborate system of 
delusions to the effect that his mother was carrying on a liaison with a 
barber in town. This was based on many extremely trivial incidents having 
no such meaning. He began to carry a revolver. He refused a drink by his 
brother on the belief that it was poisoned; rapidly extended his delusions of 
the mother’s immorality and was hospitalized. 

On reception here he was found to be very paranoid and markedly hallu- 
cinated, chiefly at night..... In spite of the markedly paranoid reaction, 
he profited by psychotherapy, developing insight to the extent of recognizing 
intense fellatio cravings. In spite of a very thorough examination by com- 
petent specialists, with entirely negative findings, he insisted that something 
must be cut out of his throat, saying finally that he didn’t care what, just so 
something was cut out. He recalled that as a child he had been given to 
thumb-sucking, and that some time when he was about five, when he accom- 
panied his mother to a dry goods store, one of the clerks called him behind 
the counter, exhibited his penis and said to the patient, “if you want to suck 
anything suck this.” After withdrawing most of his retrograde falsifications 
and delusions about the mother, he was frightfully harassed by acute fellatio 
desires and vowed that he would commit suicide. He secluded himself from 
other patients, claiming that they protruded their tongues at him as an 
invitation to perform fellatio: he believed the drinking water was doped 
(with quinine! ). Some suicidal attempts were interspersed amongst many 
threats. He gradually developed an ability to conceal his difficulties. Under 
cover he continued to see invitations when patients or attendants licked their 
lips, protruded their tongues, etc. 

Under pressure from the family he was discharged. 

Less than two weeks after reaching home he remarked that he wished he 
was dead; a few days later he renewed most of his old ideas about the 
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mother. The impression is that, notwithstanding the unpromising nature of 
paranoid maladjustments, this patient might have been brought to insight into 
the underlying incest situation with recovery. 


CasE 34.—Reported as patient E. K., in “ Peculiarity of Thought in 
Schizophrenia.” 


CasE 37.—Admitted December 8, 1923, xt. 32; married and divorced; an 
elder sister, stable and successful; the mother died when he was 22, after 
ten years of invalidism. The father and some of the paternal relatives are 
heavy drinkers. Birth and early development alleged to have been normal. 
Finished grammar school and took up a trade. His habits were exemplary 
until his mother’s death. Thereupon he began to drink heavily at intervals. 
On outbreak of war, attempted to enlist. Was rejected and later drafted. 
Shortly before the war he married a very loose woman with whom he lived 
but six days, leaving her because of her extreme looseness. In the service 
he developed a great intimacy for a Belgian cook who was his drinking part- 
ner. His service amounted to about eighteen months and some time after his 
return, his wife with whom he had had no contact died. As a measure of 
his feeling for her it is noted that he disbelieved the notice of her death 
and had to be persuaded to go with his landlady’s son to the hospital to 
identify her. 

He secured a rather good job after the war; continued to live in the home 
of a widow with ten children, with whom he has spent in all over fifteen 
years. Not long before his admission, a married woman began to pursue him 
and secured from him considerable furniture purchased on the installment 
plan. He finally grew weary of this drain upon his finances and broke off this 
relation. In the meanwhile he had begun to drink a great deal. 

One night he was profoundly shocked to dream of performing fellatio 
upon one of his landlady’s sons. The next day he had difficulty at his place 
of employment and began to feel that bootleggers were going to kill him. 
This was quite irrational, there being no explanatory rationalizations. Be- 
came sleepless, actively hallucinated, afraid to go out of the house, and was 
received into the hospital. For a considerable time he was panicky and the 
subject of many abusive and threatening hallucinations. A visit from his 
much dilapidated father produced considerable disturbance in him. Treat- 
ment was undertaken, but it was not possible to break down his conviction 
that many of his psychotic experiences were genuine. His superficial 
adjustment, however, became so good that he was paroled after four months, 
and after a time returned successfully to his former occupation. 


CasE 39.—Reported as patient Q. R., in “Affective Experience in Early 
Schizophrenia.” 


Case 46.—Admitted May 3, 1924, et. 23; the sixth of a family of nine; 
four sisters and one brother older; two sisters and one brother younger. 
Of the last mentioned he is very fond. The father is a successful professional 
man who has suffered for many years from the fear that he will be regarded 
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as a chronic masturbator. The mother, two years his junior, is living 
and well. There is considerable mental and nervous disorder on both sides 
of the family. Birth and early development are reported to have been 
normal ; he was “ sweet and pleasant and loved by everybody,” good-natured, 
agreeable, quiet and unobtrusive. “ Girls are attracted to him but he does 
not reciprocate.” Left high school in the third year to enlist in the navy, 
April, 1917. 

He was one of those chosen for special training, in the entrance examina- 
tions of which he failed. Upon his return to his ship he found that he was 
no longer “one of the boys” and shortly thereafter secured his transfer to 
another vessel, where he was promoted to the rank of petty officer. He 
was discharged zt. 18. Refused to go back to school and entered the merchant 
marine service in which he reached the rank of mate in the first year. Was 
inveigled into a stock promoting business in which he lost all his money. 
Thereafter, somewhat disheartened, worked for his father, in the course of 
which his mental disorder became evident; he felt that himself and his father 
were the victims of persecution by the Klan. The father thought that his 
son’s illness might be the result of masturbation and sent him to a sanitarium. 
The father has marked religious tendencies, and often he prayed with the 
patient for his recovery. The family physician recommended outdoor work, 
and not long afterwards the patient shipped as mate on a vessel which made 
a trip around the world. His behavior was rather erratic; he began to write 
home to the effect that he had been married for more than five years to the 
daughter of a high government official, by whom he had a child five years old. 
He began to fear that he was suspected of performing fellatio. He struggled 
with the psychosis until the vessel finally docked at an American port, and 
then attacked all the ship’s officers; was taken to a hospital where he wags 
violently excited; moved rapidly through two or three hospitals, and was 
received here deep in catatonic condition. He had been considerably bruised 
before arrival and erysipelas developed in the facial wounds. We were suc- 
cessful in avoiding any considerable excitement during the period of pyrexia, 
the only incidents being an occasion on which he struck an attendant who 
coughed in his presence, and another during his convalescence from the 
septic process when he came unexpectedly from his room one night and 
struck an attendant. Coughing was regarded as constituting an invitation to 
him to perform fellatio and the attack on the attendant followed a nocturnal 
emission which the patient felt had been brought about by the influence of 
the attendant. 

It developed in the course of his prolonged and somewhat difficult treat- 
ment that he had had but one approximately serious love affair and it was 
terminated. He had lost all interest in this girl some years before her 
marriage to a fop for whom he had no special regard. Around the time that 
he first expressed delusions of persecution, he encountered her one day on 
the city street and she made mention to him of plans to secure a divorce. 
This he felt was a joke, but soon afterwards learned that they had actually 
separated. He felt that this was on his account and felt it his duty to go out 
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to see her to convince her that she need not expect him to play attendance 
upon her as he had once done. Around this time he was entertaining a 
grandiose fantasy which made it probable that he would be heir to a very 
wealthy property. When he called at the girl’s home he learned that the 
couple had patched up their differences and confined himself to expressing 
to her mother a number of fine Christian notions about marital harmony, ete 
This impressed her mother, and led to his being complimented by one of the 
Sunday school classes he taught, a couple of days later. Knowing his own 
motives, he was struck by the unconscious irony of this commendation. In 
the next Sunday’s sermon the preacher expressed “a lot of soft soap” which 
seemed directed at him and his “noble attitude.” He rationalized all this 
as the work of the good or religious section of the Klan and presumed that 
the sinner section of the Klan which “knew me for what I really was,” 
became jealous and prepared to retaliate. 

Shortly after visiting the couple, he went for the first time in years to a 
house of prostitution. One day while riding with a friend of his, the friend 
started to turn a corner; swung back into the street and remarked that the 
druggist at the next corner was addicted to fellatio. Some days later one 
of the “ good” Klansmen mentioned to the patient that a sailor just in from 
a European port had been picked up by the police for performing fellatio. 
The particular port mentioned was one to which the patient had planned 
to go to study shipping. From this period onward he was preoccupied with 
a wealth of schizophrenic fantasies in spite of which he maintained super- 
ficial adjustment until the incident at the port already mentioned. 

Throughout his stay he was very sensitive to “ challenges,” signs, symbolic 
activities, etc., of those about him: all these were related to invitations that he 
perform fellatio. He was able to deal with some of the incest material and 
was progressing satisfactorily when he was removed from the hospital. In a 
neighboring hospital to which he was admitted as a veteran he had a some- 
what rough time at the start, but renewed and continued his transference 
until his discharge to his home. 

There, in the past two years, he has maintained a remarkably good social 
recovery, including sublimatory activities of the nature of singing, etc. He 
would be described as a paranoid state following upon prolonged catatonic 
schizophrenia. 


Case 47.—Admitted May 30, 1924, zt. 22; the third of three boys. There 
were three boys by an earlier marriage of the father, who is foreign born, 
supposedly in good health. The mother, foreign born, twenty-three years her 
husband's junior, is “ sickly and nervous.” He had a sister somewhat younger 
than he, who died zt. 12. Birth and early development alleged to be normal. 
Attended two years high school and night school. Worked as a clerk for 
some time, then enlisted in the merchant marines four and a half years ago. 
In his year of sea service he was very happy. On returning to civil employ- 
ment he showed decreased efficiency and changed jobs frequently. On return- 
ing home he talked a great deal about how pleasant his home was and 
frequently said “thank God I am home.” About three years ago he began 
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to complain about his stomach; said that he felt rough and shabby, that he 
was unable to eat various types of food because they did not agree with 
him. He developed a great fondness of ice cream, consuming as many as 
ten or fifteen sundaes at one sitting. He grew very much dissatisfied with 
the home. About a year and a half ago had an appendectomy, but was dis- 

Meinted as his stomach symptoms continued. His gastric complaints 
creased and he had a tonsilectomy. For four or five weeks before admission 
he spoke of having “ that all gone feeling.” Said he had no sensations when 
he ate or drank. Said that after taking water it put him to sleep. Once or 
twice he said he had no stomach, that “it is gone.” 

In the hospital he showed disordered sleep, preoccupation with somatic 
ideas and seclusiveness. He seemed to secure satisfaction from discussing 
his symptoms. Said he felt very changeable; that “at the time my meals 
come I feel sleepy, then after I’ve finished I am dizzy, choked up.” He 
stated that he had had anxiety attacks for years past and quoted as a 
recurrent dream the following: “I dreamed that I am lying in bed, trying to 
go to sleep. A man comes into my room and annoys me. Just as 


he leaves 
I have a feeling of electricity running through my body. 


On awakening I 
feel tired and afraid.” He grew restless, expressed more bizarre ideas—e. g., 
does not feel the blood circulating through the arteries and veins as he did 
before he became ill—became more and more difficult in regard to taking of 
food; and bearing-down sensations in his abdomen, etc. 


It became necessary 
to resort to feeding by the tube for a considerable time. 


Much of his time 
he was occupied with an obsessive progression of the names and characteris- 
tics of the people who made up his environment here. He became a moder- 
ately cooperative patient, but because of the wretched cooperation of the 
family he was discharged after about six months’ care as much improved 
It is understood that he continues to be most eccentric, but i 


is able to make 
an economic adjustment. 


Case 75.—Reported in “ The Onset of Schizophrenia.” 


It should be evident from the above cases that the pleasure 
returns from genital manipulations, intercourse, etc., in each of 
these cases was not sufficiently great to take precedent over the 
interest and “ libidinal ” returns which derived from the oral zone. 
Such situations would be regarded as arrests in the genital localiza- 
tion of the “libidinal” components of motivation. Some of these 
oral-erotic individuals have had sensitizing experience. Fully as 
frequently we encounter oral-erotics who have not had anything 
particularly notable in the way of sensitization. The promise which 
these patients hold forth seems to reside in the fact that they are 
set to take in from the environment, and that this set works in 
cultural terms so that they are amenable to constructive experience. 
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It is believed that the favorable prognostic outlook in such cases 
arises very largely from the working of this factor. 

For cases regarded as prevailingly anal-erotic see Cases 8, 24, 
and 52, reported in “ The Onset of Schizophrenia.” It will be 
noted that Case 8 made a rather stable paranoid social recovery 
after less than three months’ treatment; that Case 24 had many 
remissions with gradual dilapidation; and that Case 52 degen- 
erated into an uncomfortable hebephrenic dilapidation. 

As to the urethral-genital type, several cases will be found in the 
earlier studies. It will be noted that they showed various degrees 
of genital adjustment—none, however, approximating complete 
sexual satisfaction with a partner. Those who seemed to include 
factors of exaggerated anal-erotism tended in general to unfortu- 
nate outcome: a number of those whose behavior and content 
indicated a retention of libidinal elements in the oral zone include 
a much higher percentage of favorable outcomes. Much more 
striking than the recovery rate, however, was the element of rate 
of dilapidation. Those showing anal “ mechanisms” in psychosis 
seemed very much more prone to disintegration of the personality, 
in the sense of collapse of social tendencies. For what little in- 
terest may attach to it, the following rough classification of our 
material is appended: oral-erotic personalities 38.8 per cent; 
genital type 35.2 per cent; anal type 18.7 per cent; no data for 
classification 6.3 per cent. Since the period of hospital residence 
of most of our 140 cases preceded the elaboration of these tentative 
prognostic criteria, these figures are to be regarded as of no general 
reference—not even as just to our material. 

In further consideration of personalities and symptomatology 
on the basis of prepotent zones of interaction, we find ample con- 
firmation for the conclusion of Kempf as to the prognostic impor- 
tance of the “ attitude of the ego to the perverse cravings.” To 
the extent that representations in awareness of the motivations 
which have escaped repression continue to be regarded by the 
individual as criminal and subversive, to that extent the mental 
disorder which ensues is to be suspected of an unfortunate outcome. 
On the other hand, because of the receptive attitude of the oral- 
erotic who has not progressed to a paranoid maladjustment, the 
appearance of violent negative response to the erupting motivations 
in such patients does not carry gravely pessimistic implications, if 
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only because this sort of person is very often able to acquire ex- 
perience which will lead to more just valuation of matters-of-fact 
pertaining to himself. 

A sub-division of particular importance among psychiatric mate- 
rial is made up of those who have 
other circumstance 


in alcoholic intoxication or 
engaged in the gratification of their unap- 
proved motivations. Emphasis need not be laid upon the fact that 
in the but slightly imperfect or complete adjustments of incestuous 
or homosexual types, mental disorder does not develop excepting 
in response to accident. These people have constructed in their 
sentiment of self, a friendly attitude toward behavior, interests, and 
sexual motivations which they know to be contrary to the prevailing 
social ideals. They therefore have little or no internal conflict. 
Such perverse sexual adjustments are usually established in early 
adolescence ; if not as behavior, at least as ideal. Sometimes, how- 
ever, experience transpires which enforces upon such an individual 
the judgment of society, or impresses him with his helplessness to 
contest for the mate against the biological odds which function to 
carry everyone through the incest and the homosexual stages to 
heterosexual adjustments. In such cases, mental disorders of any 
kind may ensue. We have several cases of schizophrenic disorder 
which arose under these circumstances. 

There is a large number of people who, some during the juvenile 
period, most of them during the adolescent epoch, have been 
seduced to participating in perverse practices. Many of these have 
found to their chagrin that they are not devoid of motivation 
making for perverse acts. To others, appreciation of that situation 
has come as a result of the reduction of ideal censorship through 
influence of intoxicants. It has been interesting to observe the 
relationship which exists both in nature of psychotic maladjustment 
and in progress and outcome of personality disorders in this group, 
as compared with the group which had encountered “ perverse ” 
motivations in fantasy only. In this group the distinction of emo- 
tional bias is probably determining. It is the opinion of Mayo, 
who has worked with much obsessional material, that these perverse 
experiences increase the therapeutic problem presented by such 
patients : the writer has seen only a few cases of schizophrenic dis- 
order which has developed in obsessional personalities—usually ap- 
pearing in the course of an obsessional neurosis. In general, in the 
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oral-erotic schizophrenic material, history of perverse practices has 
appeared to reduce the therapeutic problem rather than to increase 
it. In the small number of prevailingly anal-erotic illnesses in 
which sufficient cooperation was secured to uncover perverse ex- 
perimentation, a number of social recoveries was secured. 

In the field of the urethral-genital type, we encountered a dis- 
tinctly different problem in this connection. Such of them as are 
importantly oral in organization have generally attempted hetero- 
sexual adjustment without complete success and often have included 
extensive oral perverse relations with the mate. It is almost a rule 
in therapy of male oral-erotic personalities that fantasies of cunt- 
linguis will precede frank fellatio fantasies. We take this to be an 
effort to preserve a measure of self-respect by attempting to estab- 
lish capacity to satisfy and be satisfied by a woman. What may be 
called the primitive oral motif is the taking in of substance. Most 
oral perverts take in, take away from, and absorb the sperm of their 
partner as the symbolic equation of his strength, manhood, virility, 
or other admired quality. This feature, which seems to have escaped 
so-called sexologists, is the outstanding characteristic of such acts.” 
Having ample data to support this conclusion, the writer doubts the 
satisfaction values derived from cunilinguis, per se, and suspects 
in all cases it is a compromise ; that we are here dealing with people 
whose sentiment of self finds homosexual satisfaction intolerable, 
or whose judgment has chosen this less dangerous means of 
satisfaction. 

In addition to the prognostic factors directly referable to pre- 
potency of the oral in contradistinction to the sphincter zones, we 
might venture a subdivision in the oral type of personalities. One 
occasionally encounters, among definitely oral-erotic patients, cer- 
tain ones whose attitude towards the environment constituted by 


® Without digression into the general psychopathology of sexual activities, 
I would mention that the male oral pervert rarely wishes to cooperate in an 
active role. His relation to his partner is either one of feminine love or 
much more commonly, one of lustful aggression devoid of any sentimental 
elaboration. Homosexual love as a distinctive sentiment-formation seldom 
occurs excepting in case of the comparatively rare active homosexual and 
that of the bisexual persons. These, when oral-erotic, establish sentiments 
making for behavior in the shape of soisante-neuf and in these and similar 
arrangements there is libidinal interchange equivalent to complete satisfaction 
of demands of the socialized personality. 
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others is markedly malicious. This is not to be taken as an evidence 
of “anal erotism.” There are some schizophrenics in the case of 
whom prepotency clearly attaches to the oral zone, yet whose 
attitude is prevailingly sadistic: they tend to hurt with the mouth. 
This may expand as fantasies of biting, tearing with the teeth, 
and the like. It may find expression in uniformly abusive utter- 
ances. It may take the form of sarcastic and otherwise annoying 
speech. It sometimes—usually episodically, only—manifests in ac- 
tual aggression, during which the patient bites someone, in prefer- 
ence to inflicting some other form of injury. These patients are 
more difficult to handle, therapeutically, than are others of the oral 
type. Their necessity for injuring or annoying anyone who becomes 
significant to them is a serious handicap. On the other hand, they 
none the less have the good prognostic implication of the oral 
type in general ; they deteriorate but slowly, if at all, even though 
their recovery is delayed. The following is a fragment, classically 
illustrative, from an interview with one such patient: 

What is the trouble? “ Well, I don’t know. Nervousness, I suppose.” 
How does it show itself? “ What?” [this in a most annoying fashion]. Is 
there anything that distresses you? “Oh, I don’t know. Yes, perhaps, 
somewhat.” What is it? “What?” [Question repeated.] “I really don’t 
know.” When did it begin? “I really don’t recall, now.” How are you 
troubled, now? “ What, oh, I don’t know. I feel pretty good, now. That is, 
practically speaking” [this with much sarcasm]. Are you getting better? 
“Well, probably—yes.” How have you changed? “ Well, I don’t know.” 
Tell me what impresses you as signs of improvement? “ Well, just genera! 
feelings, I guess. I don’t know, really.” 

Supplementary to the considerations heretofore discussed, some 
attention may be given to the dynamic situation revealed in the 
abnormal sensory experiences of the patient. In general, pleasant 
hallucinations are to be regarded as wish-fulfilling fantasies which 
are so valuable that they have been awarded precedence over 
reality. This is an ominous situation. Reassuring and encouraging 
voices—particularly God—when they become the prevailing feature 
of the hallucinosis, represent the awarding of excessive reality 
value to the inhibitory ideal structures in order to control or sup- 
press the undesirable matters-of-fact constituted by the unaccept- 
able motivation. They represent an extreme effort through the sen- 
timent of self to disown the basis of conflict and frequently can be 
pushed aside by a vigorous attack by the therapist. Accusatory and 
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abusive voices in the oral-erotic sort of illness, even if accompanied 
by hate, are a fairly good sign. The hate behavior of this sort must 
be distinguished from that of the prevailingly anal-erotic individual. 
The latter is of grave omen. Rather remotely connected with these 
considerations is the empirical observation that psychoses including 
as prodromals illusions or delusions concerning unpleasant bodily 
odors are of unfavorable outlook. Auto-erotic conflicts which 
carry with them many eye symptoms and mannerisms of the or- 
bital region (vide, Phyllis Greenacre, ‘“‘ The Eye Motif in Delusion 
and Fantasy,” Am. Jour. Psycniatry, V, 1926, pp. 552-579) are 
frequently resistant to therapeutic approach but do not entirely 
preclude social recovery. Lastly, a word concerning the role of 
alcohol and its relationship to prognosis. It has seemed that the 
use of alcoholic beverages as intoxicants may be credited with sup- 
porting the partial integration of a great many people and saving 
them from graver maladjustments. When alcoholic over-indul- 
gence is closely related to the outcropping of schizophrenic proc- 
esses, these processes, other things being equal, have a somewhat 
more favorable outlook than those in which such history is lacking. 
This is believed to arise from the fact that the underlying conflict 
has been so near awareness for some time before dissociation of 
the personality that it is relatively easy to bring to conscious 
formulation. 

In conclusion, let me stress the view that outcome under treat- 
ment in schizophrenia depends largely upon two major factors: the 
nature and organization of previous experience, on the one hand, 
and the facilitation or the reverse towards new experience, on the 
other. Regardless of other seeming criteria, the prognosis of 
younger oral-type patients is not bad and thoroughgoing efforts 
should be directed towards salvaging such individuals. As our 
understanding of the schizophrenic processes is increased, we may 
confidently look forward to a considerable percentage of recoveries 
among this type of patient. 


DISCUSSION. 


Dr. W. A. Wuite—Mr. Chairman, Dr. Sullivan has asked me if I 
would say something about his paper. 

The first thing that comes to my mind is to relate this sort of presenta- 
tion to the exceedingly pessimistic series of papers that we have had deal- 
ing with various types of statistical research in psychiatry. We were told 
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ali of the various ways in which we could not get accurate results through 
figures, and when these various ways were properly protected and all of 
the corrections made and applied to schizophrenia, then we were told that 
if we had a large enough series of cases that we might get some results. 

No attempt was made to define schizophrenia. Everything else was de- 
fined except schizophrenia, and I would like to ask you, after hearing what 
Dr. Sullivan has said, which one of you would like to define schizophrenia, 
and then, if you got a lot of statistics, if you would know what you were 
getting statistics about, and if you didn’t know what you were getting sta- 
tistics about, how much good a large series of cases like that would be. I 
have always felt very shy of statistical studies except when they were 
based upon detailed individual researches in specific cases and were set 
forth as a result of the work of one person from his point of view which 
he clearly stated. 

We never can get any information on schizophrenia statistically by cover- 
ing the whole state hospital system of the United States except at an 
exceedingly superficial level, such as Kraepelin’s descriptive level, that 
would base the diagnosis largely upon the outcome, and you see we don’t 
even know what the outcome of these schizophrenic patients is unless we 
wait until their life is over, because they have all sorts of episodes in the 
course of their existence that are variously diagnosed, and only when the 
final chapter is written are we able to look back over the series of episodes 
and say that after all this was probably a schizophrenia. 

Dr. Sullivan has brought particular attention to what he calls the oral 
type of character. I am very glad that he has done that because up to the 
present time the oral type of character response has practically received 
no attention in the literature. I feel fairly sure that the oral, the urethral 
and the anal types of character are not the only types of character. They 
are the ones that stand out most definitely and probably we are going to 
have a great many more of them, but this oral type stands in marked dis- 
tinction to the types that have previously been described, particularly the 
anal type which has received so much attention in psychoanalytic literature. 

One other thing that is of considerable importance is this: In undertak- 
ing to estimate the prognostic criteria in the specific case of schizophrenic 
dissociation, it has been my habit to describe the method of procedure some- 
thing like this: We must in the first place make some effort to evaluate 
the nature of the conflict that the patient is suffering from and then, by 
watching the patient, see how the constructive and the destructive forces 
are working as we see them brought up in the symptoms of the psychosis. 
If we bear in mind the fact that these two sets of forces are always at 
work, we can see efforts of restitution taking place here, failures of such 
efforts taking place there, and by a longitudinal section of the symptoma- 
tology extending over a reasonable length of time, we get some sort’ of 
idea as to which set of forces may be succeeding. 

We can’t get any idea as to whether the forces are succeeding or not 
unless we have some idea of the normal, so to speak, or usual, anatomy 
and physiology of the psyche, how the psyche is ordinarily constructed. 
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Dr. Sullivan said—I don’t think he meant it in just that way—that the 
personality was built up largely accidentally. Of course, it is true that an 
enormous number of more or less determining factors in the future of the 
individual are accidental, but that doesn’t mean that the fundamental proc- 
esses upon which these accidental factors play do not pursue a logical 
course of development in the lifetime of the individual and the importance 
which the whole psychoanalytical work has for psychiatry, as I empha- 
sized the other day, is that it is working out these logical developmental 
processes upon which these accidental factors play. So when we get a 
symptom which is indicative of regression, for example, we can tell from 
the symptomatology, without much cooperation from the patient—or at 
least we can surmise with some degree of accuracy, how serious a regres- 
sion that is, whether it is a regression that goes back to this, that or the 
other level, whether it is essentially a regression that only deals with 
superficial levels, or whether it is essentially a malignant type of regression 
which deals with archaic levels. 

Then there is another thing which comes to my mind of some signifi- 
cance. Dr. Sullivan emphasized the element of fear and spoke of the 
schizophrenic psychosis as essentially a fear psychosis. I don’t very often 
disagree with Dr. Sullivan and I don’t believe we are going to disagree 
now, but I think when he says that, to some extent he is stating perhaps 
a part truth or perhaps in his way that may not be quite so, but there is 
another emphasis I would like to put upon it. 

I remember a patient a number of years ago who came to the hospital 
with something like this sort of history. He was rather an inadequate 
type of personality and apparently he had been a confirmed masturbator 
over a longer period of time. He finally became interested in a young 
woman and she, in her intuitive way, understood what his difficulties were, 
and, out of the goodness of her heart and in a spirit of altruism, which 
probably wouldn't be appreciated by very many people, offered a sort of 
substitute possibility for him, and suggested that they go to a hotel and 
take a room together, purely because, from her point of view—at least, 
she thought perhaps if he could have heterosexual relationship, it might 
relieve him from the habit which she regarded with horror. 

It is interesting to know that they went to a hotel, registered and took 
a room. Faced with that necessity of making a heterosexual adjustment 
or choice, he promptly went into panic and was sent to the hospital. 

To say that that is entirely a fear reaction I think states only one-half 
of the telephone conversation. It is a fear reaction because of the censor- 
ship of the super-ego, if you will, against the attempts of the id tendencies 
to gain expression. 

I can illustrate it a little further in this way. Dr. Ferenczi, who, you 
may know, has been in this country for the past few months, said to me 
the other day that he thought the problem of the pleasure in pain was one 
of the great problems and one of the great unsolved problems of psy- 
chology. I wonder whether it is, after all, such an unsolvable problem in 
the sense that we can’t get any light upon it. Lots of people, as you know, 
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take pleasure in suffering. It doesn’t seem to me difficult to visualize the 
situation something like this. Here are these id tendencies, these instinc- 
tive tendencies, which are probably not very different in all of us. They 
come over by some hereditary process. We are the hosts of these ten- 
dencies, all of us, and our principal job in life is to make some kind of ad- 
justment or compromise or truce or sublimation with these various 
tendencies. 

When we haven’t been able to deal with these tendencies, what has de- 
veloped? When we haven’t been able to deal with them adequately and 
they are about to break through, then the symptom of anxiety, or, as it is 
sometimes called, fear, develops and, provided our lives are saved under 
these circumstances and we don’t commit suicide, as very often happens, 
the strength of the fear or the anxiety must necessarily be as great or a 
little greater than the strength of the forces that are trying to break 
through. Yet these forces that are trying to break through are organized 
on the pleasure-pain principle. They represent the things that we want t 
do and the things from which we would get pleasure. Therefore, if we 
do yield, we do get pleasure and at the same time we must get pain because 
they offend our ego ideals and the offense to our ego ideals has to be 
great enough to prevent a complete breaking through. So we have these two 
aspects of the occasion, the forces that try to break through and the de- 
fenses that are built up. So to say that schizophrenia is a fear psychosis 
without realizing that the fear is built up as a protection against certain 
id tendencies of equal strength I think would be to state only a part of 
the truth. 

I think that Dr. Sullivan’s paper is really a very splendid contribution 
to the subject of schizophrenia. I think it is the type of contribution which 
we need tremendously, which goes beyond the surface, which digs into 
the individual patient, which discloses the motives and the tendencies and 
which, beyond that, relates him to his social environment because, after 
all, the psychosis can never be understood except as the manifestations of 
an individual who lives as a part of a society. They are, as I like to say, 
disorders at the individual-social level of adjustment, and in that respect 
Dr. Sullivan’s presentation is very provocative, as it is, as a matter of fact, 
in very many other respects. 

Very much more might be said but I am sure I have used all of my time. 
I simply want to express, in closing, my very great appreciation of Dr. 
Sullivan’s very admirable presentation. 


Dr. SULLIVAN.—Answering the question first, I should say that we had 
devoted a good deal of time to dreams in schizophrenic patients because 
we are entertaining a theory which relates the schizophrenic process rather 
intimately to the psychology of sleep. Answering a question of Dr. 
Cheney’s at the Round Table last night, I would add that in the early stages 
of acute psychosis, these patients are frequently unable to distinguish that 
which transpires in sleep and that which is transpiring in psychotic reality. 
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As they improve and suffer less from, you might say, dream experience in 
their waking life, the dream begins to reappear in sleep and to be formu- 
lated in fashions intimately relating to their prevailing problem. As they 
become convalescent, still psychotic but much more comfortable, then most 
of the abnormal material is dealt with in sleep just as it is in the psycho- 
neurotic. The dream at first is indistinguishable from the waking psy- 
chosis, then it tends to become more poignant and finally it takes the place 
of the waking psychosis if the problem is not wholly resolved. 

I am warned that I have exceeded my time: I regret very much that 
I cannot make any just comment on the many valuable points in Dr. White's 
discussion. In the hurried abstract of the long paper, I neglected the longi- 
tudinal section of the symptomatology. It is the sound basis of all prog- 
nostic formulation: to base an opinion of outcome on one symptom (as 
we are dangerously apt to do, unwittingly), to say that because the patient 
has a delusion to the effect that gas is being introduced into his room, he is 
anal-erotic and incurable, is doing considerable violence to psychopa- 
thology. The prognostic implications of these character types is relative, 
only. The longitudnal section seeming—as a review of his social adjust- 
ments and maladjustments—to reflect a broad and fairly well synthesized 
(or, paradoxically, a successfully dissociated) personality; a morbid-proc- 
ess which has at no time gravely disorganized the interrelations of his 
several phases of contact with reality; and a societal milieu to which his 
personality and abilities seem capable of readjustment: then, the patient 
being favorably situated, we can put much importance in his personality 
type, and, if he approximates our oral type, we may confidently expect suc- 
cess to crown well-directed effort, or, facilities for such effort being min- 
imal, that, at least, we will not be confronted by rapid deterioration. 

The comment in regard of schizophrenia as a fear psychosis: on this 
point there is no real difference of opinion. I have neglected this phase 
of the subject, not only in this hurried abstract, but also in the paper 
itself. It is, I believe, entirely correct to regard this side of the matter 
from Dr. White’s standpoint. I should stress the early “ canalization” of 
the id discharges: would imply that it is on the basis of prevailing early 
experience that the discharges of instinctual or innate and derivative im- 
pulsive energy tend to most frequent and vivid expression along the gen- 
eric type of rage, passive omnipotence, or fear. That is all that I wish to 
imply in my reference to the relationship of fear and schizophrenia. 

And, speaking of paths of discharge, there are a few things which seem of 
autonomous prognostic importance. For example, when the projected side 
of the conflict is exteriorized through some of the phyletically older parts 
of the sensory nervous systems—such, for example, as the olefactory 
apparatus—it is seems to be pretty hard for the individual to understand, 
to find a meaning for his abnormal experiences, in terms comprehensible 
to the ego. It is perhaps because of this factor of the phyletic antiquity and 
all that it implies as to the historic relative representation in conscious- 
ness, that delusions, illusions and hallucinations pertaining to bodily odors 
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have such rather strikingly unfavorable import. Thus, too, as we said last 
night, hallucinations over the auditory pathways may 
get under control—as in chronic paranoid hallucinosis. 

My time is up? To summarize: it is on the bases provided in inter- 
personal relations existing in infancy and early childhood that our atti- 
tudes to persons arise; on the inter-personal relations in later childhood 
and in the juvenile era, that our social tendencies have origin; from these 
come the socio-psychological problems of adolescence, and the malad- 
justments that we call schizophrenia. If the individual has come through 
as a “normally” oral-erotic personality, in the sense we have indicated, his 
prognosis is relatively very good. If he is “ abnormally” oral-erotic, it con- 
tinues to be good. If he has been warped much more badly; e. g., is anal- 
erotic, the difficulties of successful readjustment are much greater. 
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THE APPLICATION OF STATISTICAL METHOD TO 
THE STUDY OF MENTAL DISEASE.* 


By HENRY B. ELKIND, M. D., 
Medical Director, Massachusetts Society for Mental Hygiene, 


AND 
CARL R. DOERING, M. D., 
Assistant Professor of Vital Statistics, School of Public Health 
Harvard University. 


By virtue of the nature of mental disease the present accumu- 
lated facts of psychiatry and psychopathology have been obtained 
largely from observation rather than by experimentation. The 
two methods of science, the observational (or statistical) and the 
experimental, are similar with respect to the end desired, which is 
to obtain an answer to a question, and both are complicated with the 
difficulty of setting up the question so that the appropriate answer 
can be obtained. The radical difference between them is that the 
factors which may influence the occurrence of an event, some of 
which are not essential to the question and some of which obscure 
the result, can in the one case be removed or controlled, but in the 
other, not. By the observational method an event is observed and 
except for the privilege of the observer to select in a very limited 
fashion the sample in which he will observe it, it must be taken as 
it is presented to him. In the experimental field, on the other 
hand, the observer can select his sample for observation and can 
eliminate a large number of forces and conditions relative to th 
occurrence of an event in which he is not interested; in other 
words, he can set up an experiment. He can also set up a control 
experiment. Both methods, however, are subject to the pitfalls of 
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drawing inferences from the facts except that in the observational 
method the pitfalls are greater and more numerous. 

Now it is obvious that any further disentanglement of the intri- 
cacies of psychiatric theory and practice will depend upon the 
acquisition of new facts and these will be largely obtained by the 
observational method. We shall try to present in a rough way 
some of the problems involved in the application of the observa- 
tional method to the study of mental disease. 


PURPOSE OF OBSERVATION; EvENTs TO BE OBSERVED. 


The patient is to be observed. We want facts about him that 
will throw light upon the etiology, the genesis, pathology, and 
treatment of his disorder. He is disordered and is one of a group 
or universe that differs from so-called normal beings. We call 
him disordered because we have compared him with these normal 
individuals. He has killed his young son for some fantastic reason. 
That is abnormal and he is sent to us for a judgment. But take 
the person who turns once or twice on his way to work every day 
to see if some one is following him. He rarely presents himself as 
a patient. Usually neither he nor anyone else has judged him to 
be abnormal. Can the psychiatrist? The events that we seek to 
observe in our patients should also be sought for in a group of 
so-called normal individuals ; that is, a group of people who do not 
present themselves as patients. It is difficult to detect a pathologic 
lung by auscultation if one is not accustomed to the normal. It is 
necessary to be familiar with the normal as best one can. How 
much of the concept of the normal is derived from the psychia- 
trist’s introspection of his own mind is hard to say but that to a 
certain extent it is, cannot be denied. The question can be raised 
whether this tendency toward subjective study of the normal does 
not often lead to erroneous concepts. Without doubt, it frequently 
does. We must, if possible, have in addition objective studies on 
the normal individual. 

An event to be observed can be anything we choose it to be, but 
it is generally the result of some a priori consideration of our 
problem. Having chosen it, we must define it in such a manner 
that others may know what we mean by it. It is not necessary that 
others should agree with our definition, but only that they should 
understand it. Let one of the events to be observed be the pres- 
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ence or absence of scars on the body. Scars are concrete, well 
known, and generally recognized things and need no further defi- 
nition. But for the particular problem in hand they may need 
further definition. We may reasonably expect that almost all 
patients will show some scars, and perhaps what we want is the 
presence or absence of scars that give evidence of a fairly serious 
accident or of an operation. If that is so, then we might define the 
event as the presence or absence of scars which are the results of 
accident or operation and whose longest measurement, or some 
other specified indication of seriousness, is greater than a given 
amount. Or let the event be the matter of delusions. Let us define 
a delusion to be: A false belief which cannot be corrected by 
reason nor by the evidence of the senses. Here the definition, 
which may or may not be adequate for our particular problem, 
though perhaps equally easy to comprehend, is far more difficult 
to apply because the thing “‘ delusion ” is less easy to be seized by 
the senses than the thing “ scar.’’ In general it may be said that 
the less simple our event is, the more difficult it is to define it and 
therefore the greater is the danger of being misunderstood by 
others, or even by one’s self! And the events that we wish to 
observe in mental disease are indeed often very obscure. 

The subjects of observation are for us a group of patients and 
a (control) group of normals so called. We have the privilege of 
selecting our group for this study. Do we want to consider people 
over 70, Irish, and well-to-do, or some other selected group? Do 
we want our group of normals to be near enough alike with respect 
to such factors as age, sex, race, etc., to our group of patients so 
that we can feel that their chief differences lie only in their psychic 
reactions? We do, and therefore it is necessary for us to observe 
many factors or events about our groups that are not exclusively 
connected with the problem of mental disease but which are often 
of equal importance. Even the experimental biologist considers 
the age, weight, sex, genetic history, etc., of his laboratory ani- 
mals when he plans his experiment. 


MEANS OF OBSERVATION OF AN EVENT. 


How do we observe an event? If the event can be seen or felt 
or elicited by aid of some dependable instrument, the observation 
is more reliable than if we must take for its existence or absence 


792 STATISTICAL METHOD IN MENTAL DISEASE | March 


the word of a third person or of the patient or the decision of our 
own judgment after we have plied the patient with questions. Our 
patients are mentally deranged and we seek information from 
them with questions that we would ask normal persons—a valu- 
able procedure in practical psychiatry. But scientifically speaking, 
how much dependence can be placed upon the observation if it is 
our judgment, or the judgment of a relative or the word of an 
abnormal mentality? Herein lies the greatest obstacle to the acqui- 
sition of the truth in the field of psychiatry. The actual fact or 
event is so tied up with the judgments of psychiatrist, layman, 
patient and others that the final observation is a mixture of psy- 
chiatric theory, personal prejudice, fantasy, and an element of 
truth. This state of affairs cannot be avoided but it can be im- 
proved upon. Only those events which are reasonably free from 
such drawbacks should be chosen for the purpose of serious infer- 
ence. Let those who enjoy fantastic speculation play with the 
others. Then again a standardized attitude and method of ques- 
tioning patients and relatives may be created so that the questions 
do not force the answer and are not colored by the individual 
theories of the psychiatrist. 


RECORDING OF OBSERVATIONS. 


As simple as it may seem to record an observation, yet in truth 
many otherwise good data are rendered worthless by laxity and 
carelessness in recording. If our event is the presence or absence 
of scars, we must record either present, absent, or unknown, for 
in practice we often find that the event was not observed for sev- 
eral reasons: (1) No attempt to observe the event was made by 
the observer ; (2) he made the attempt but the patient or infor- 
mant was uncooperative ; (3) the attempt was made but the patient 
or informant was unable to give the information. (In the case of 
scars the last would not apply.) The practice of throwing away 
the “unknowns” or of paying no attention to their existence is 
dangerous and often leads to false conclusions. For the purpose 
of final inference it is as essential to consider in the analysis the 
number of “unknowns” as it is the number of “ positives” and 
“negatives.” The general tendency of considering only “ posi- 
tives”’ which exists in medical studies and of throwing “ un- 
knowns” and “ negatives” into one group together should be 
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avoided. It should be the effort of every observer to reduce 


‘ 


the 
percentage of “ unknowns ” to the lowest possible limit. 


TABULATION OF OBSERVATIONS. 


We at last reach the point where we gather the observations 
together for the purpose of throwing light upon the many ques- 
tions which have prompted their collection. We arrange and re- 
arrange them into many different tables, each table having of 
course its own significance with respect to the question which is 
asked. We have observed a group of persons with single or vari- 
ous types of mental disease, and one (control) group without, with 
respect to many factors or characteristics or attributes or events, 
We are interested ultimately in apprehending the proximate causes 
that give rise to the phenomena we have observed. Our problem 
in the long run resolves itself into a search for causes. The ques- 
tions are boiled down to the simple one, How does this happen? 
Our tabulations will follow the same trend. We will hunt for 
associations and relations, and then further determine by other 
samples and tabulations whether the associations that we have 
discovered are essential or non-essential. (See Appendix for 
method. ) 

We have already mentioned that the observations should be 
made upon a group presenting themselves as patients and a group 
of normal individuals so called. This is rarely realized in psy- 
chiatric literature. One of the first scientific procedures should be 
that of establishing the phenomenon we are talking about to be a 
really existing thing. What we know about mental disease is that 
some people are insane, a fact which is pointed out by the laity 
and of itself seldom needs any confirmation by the psychiatrist 
with the help of his numerous and intricate theories. The attri- 
butes of his deranged patients which he observes, classifies, and 
theorizes upon have not been proven to be attributes of mental 
disease alone other’ than those upon which the laity has made the 
diagnosis. This is not always true but for our purposes may be 
assumed to be. It is about the same as if we observe the tempera- 
ture, pulse rate, malaise, etc., in diphtheria cases without realizing 
that similar symptoms can be observed in those who do not have 
diphtheria. We must first observe our chosen factors in others 
than the diphtheria cases and if we find them also present among 
these, we might then be tempted to look down the throat. 


in 


- 
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THE MAKING OF INFERENCES. 


With our tables in front of us, such as are given in the Appen- 
dix, we now after staring at them find ourselves consciously and 
unconsciously drawing inferences from them. This is the danger 
point in statistics. Figures do not lie. If collected fairly, they tell 
the truth, but our interpretation of the truth is more than often 
wrong. 

Before proceeding to inferences, it is necessary to avoid, if that 
ever be possible, the error of mired or hidden classification. This 
means the inclusion of known and unknown attributes in our classi- 
fications which are mixed in such proportions that they influence 
the result in which we are interested. We make comparisons be- 
tween groups in respect to any attribute upon the tacit assumption 
of other things being equal. Other things are seldom equal. We 
try to correct for the known differences in the groups but we trust 
that the unknown hidden classifications do not affect the result. 
Suppose we wish to compare a group of schizophrenics with a 
group of affective psychosis cases with respect to delusions for 
the purpose of ascertaining if any particular form of delusion is 
typical of one or the other psychosis in much the same way in 
which the grandiose delusion is said to be fairly typical of general 
paresis. (See Appendix, Tables VII, VIII, IX, X, XI, XII and 
XIII.) 

Suppose the schizophrenic group were mostly males and the 
affective psychosis group mostly females. We should then com- 
pare the sexes in regard to delusion type, and suppose we find the 
grandiose delusion to be an attribute of the male sex, then how 
much confidence can we place in the belief that the grandiose 
delusion is typical of general paresis if we find also that most 
paretics are males? Suppose further that the schizophrenic group 
is poor and illiterate, and the manic group rich and well educated. 
How does the environment influence the type of delusion? Suppose 
the schizophrenics are young and the manics older. Do our delu- 
sions develop with age similar to our ideas and beliefs? These 
and many other questions must be answered before we can deter- 
mine the typical delusion, if any, belonging to each group. 

Or we can patiently collect a sample of schizophrenics of the 
same sex, age, economic status, intelligence, etc., as our manic 
group. We must try to make things equal. But have we thought 
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of all the factors which might influence delusion type? No, the 
actual specific cause of delusion type, if there be one, might well be 
among the unknown hidden attributes of the two groups. 

The next important analysis of the data necessary before draw- 
ing an inference is a consideration of the sampling error. The 
sampling error is composed of two errors, one of which is due to 
“ chance ” and the other due to unknown hidden attributes and the 
errors of observation and collection of the sample. For the former 
there are definite formulz available by which it can be estimated, 
but for the latter there is nothing to do but take still more samples. 

The chance error or variation is familiar to all of us who have 
had experience with games of chance. If we throw 10 pennies on 
the table, we expect to get five heads but we are not surprised if 
we get four. We repeat it with the same pennies and again expect 
five but are not surprised if we get six. If we do it again and 
again, we will occasionally get three and seven, less frequently 
eight and two, and if we keep it up we will of course expect once 
in a while to get 10 or none. We do expect that we will get five 
more frequently than any other number but not so much more 
frequently than four or six. Now our sample corresponds to one 
throw of the pennies. If our first throw gives us 10 heads, we 
know we have had extremely good luck because we are able to 
conceive before we throw that the chance of getting I0 is small. 
But with respect to the sample of mental cases, we have no way 
of estimating before we take it whether it is a typical one. We 
never know whether we have had good or bad luck. By the aid 
of chance error we try to form some estimate of it between certain 
limits. But even here the final proof is the taking of more samples. 

The second form of sampling error is not so easily conceived. 
If we throw 10 pennies, which we have not examined, a certain 
percentage of which show two heads, or two tails, we still expect 
five and are surprised if we get 10. We try it again, but with 
pennies that have been changed unknown to us so that they contain 
a different percentage of either two heads or two tails. We get o 
heads. Again we are surprised. We begin to want to look at the 
pennies. In our sample of mental disease, as mentioned above, 
we do not know what to expect, and if our sample has been loaded 
unknown to us, we are of course not surprised. Our only hope 
in this case is to take other samples and if they are, like the pen- 
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nies, widely different from the first sample, we want to examine 
the individuals forming the sample more closely. Both these illus- 
trations forcibly lead us to the belief that it is impossible to make 
an inference from one sample that would be more than a pure 
guess. Sometimes, however, that guess would be right, and prob- 
ably more often wrong. There is no time available to present the 
methods of estimating the chance variation in the sample. They 
can be found in almost any textbook of statistics. Although they 
are necessary in statistical analysis, they are, contrary to impres- 
sions derived from statistical texts, we should say, the least impor- 
tant in the biological field. The errors of classification and the 
errors of mixed classification and the resulting variation from 
sample to sample are by far the most important items to consider 
in the analysis in order to reach an inference that has some chance 
of being right. 


Tue ROLE or INTUITION. 


Much has been heard of the necessity for the psychiatrist to 
rely upon his personal intuition and that for him is of greater 
importance than to rely upon any body of objective facts. He is 
largely sound in taking this attitude for it may be said that in the 
absence of organized knowledge there is no better guide in all 
fields of life than personal intuition. The reliance of the psychia- 
trist upon intuition does not indicate, we believe, that he is less 
scientifically minded than his fellow practitioners. He is as cold 
and common-sensed a practitioner as the G. U. specialist, but his 
problem is the beginning of the huge problem of human behavior 
of which the G. U. specialist sees only one of the dismal ends. 
His problem is the most elusive in all medicine. His aim is to help 
the patient and he should not be blamed if he even went so far as 
to resort to prayer. If it helps, he has done his duty. His reliance 
upon intuition in the attempt to help the patient is to be highly 
encouraged in fulfilling his duty to the patient as a practitioner of 
medicine. 

But every branch of medicine is beginning to feel that it owes 
an obligation to science and although not yet written into medical 
ethics there is a growing feeling among practitioners that they 
should contribute as much as is in their power to the science of 
medicine from which they have derived so much. This should not 
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ever supplant the first duty which is to help the patient. Scientific 
study can only be a secondary obligation and it is only in relation 
to this that the role of intuition is here discussed. 

Every hypothesis or theory is the result of going from the facts 
into the realm of the unknown with the aid of the judgment, 
knowledge and intuition of the theorist. He does this so as to pick 
out his next step in the search for fact. It saves an immense 
amount of time in the acquisition of truth. Haphazard unpremedi- 
tated experimentation will hit upon truth once in a while, but the 
probability of its doing so is small. Human thinking, dreaming, 
and speculation increase the probability. In this sense the play of 
the intuition is invaluable but it demands one further step which 
is the checking up, the proof, or the process of making the intuition 
accord with the facts. Psychiatry is not lacking in theories but 
it is uniquely lacking in serious scientific attempts to prove or dis- 
prove them. It seems to be entirely contented in the intoxication 
produced by its theories and any attempt at prohibition can be 
expected to raise much protest. However, one may anticipate a 
change to come in the near future which will bring forth great 
scientific advances in the realm of psychiatry and psychopathology. 
From the foregoing it is hoped that you will realize the steep and 
rocky trail which as yet is not distinguishable from the rocky 
waste about it which must be marked before the peak is reached 
from which we can direct and help the human being in the greatest 
of all his struggles, the struggle with himself. 

We must not, however, consider our theories proven or dis- 
proven until we have complied with all the requirements of the 
statistical method that entitles us to draw an inference. As an 
instance, let us cite a question which grows out of a theory which 
is held by some with regard to the genesis of mental disease. 
According to the theory it 1s to be expected that the prepsychotic 
personality of the patient more or less determines the type of 
mental reaction in his psychosis. To test this question we con- 
struct a manifold association table, similar to Tables VII, XI, and 
XII of the Appendix. We next determine whether there is an 
association as well as its significance with respect to chance varia- 
tion. Suppose there is found to be no association. Have we 
picked an unusual sample, as that of throwing 10 heads? Or have 
we picked a typical sample and in truth the association is equal 


798 STATISTICAL METHOD IN MENTAL DISEASE | March 


too? We do not know. We must get another sample to check up 
on this one. Have we further determined whether our classifi- 
cations of prepsychotic personality and of delusions are exact or 
are in themselves more or less indeterminate. We of course 
started out on the assumption that the definitions of both person- 
ality traits and delusions were so clear that there was very little 
chance of misinterpretation on the part of the persons whose busi- 
ness it was to record the facts. Are we justified in holding to this 
assumption, or should we measure the degree of inexactness on 
the part of different observers when faced with the same cases? 
Further, have we determined what hidden classifications exist in 
our sample? What do we know about the individuals who form 
the sample other than their prepsychotic traits and delusions? Or 
still further, can we ever depend upon our determination of pre- 
psychotic personality in view of the probability that in the case 
of the deranged person it is only natural to look back into his life 
to find an abnormal trait which if he had never become deranged 
would never have been regarded as abnormal? We have found 
no association. Have we disproved the theory? No, we have only 
begun to disentangle the facts that obscure the proof. The proof is 
a long way off. 

But this should not discourage us. The ultimate cause or causes 
are always a long way off. We only apprehend the proximate 
cause or causes. That which we need is combined effort and pro- 
fessional cooperation, not so much to disprove the other fellow’s 
theory nor to waste time spinning new theories, but to reconcile 
existing theories and find the facts upon which all theories can 
have their foundation. The search may lead us far away from 
our present notions. The factors which we now regard as relevant 
to the problem we may in part or in whole discard. We must 
begin to search for the real facts of mental disease and cease to be 
satisfied when we have labeled a case and tucked it away in its 
cubbyhole. Until then we shall contin:e to worship at the different 
shrines of psychiatry, each one of us 1n our own way. 
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APPENDIX. 
TABLE I. 
FourR-FOLD ASSOCIATION TABLE (FOR NUMBER OF CASES). 


OBSERVED. 


One Character 


Total 
A Not A 

| 2 a b 

v B Cases of Aand B Cases of B a+b=npe 
together without A 

= 

c d 

= Not Cases of A Cases devoid of c+d=nq2 

x B without B both A and B 
Total a+c=np1 b+-d=nq n( Grand total) 


Table I illustrates an association table. 


a =those that are A and B. 

b =those that are not A and B. 

c =those that are A and not B. 

d =those that are not A and not B. 


fpi=—, chance of having A, or gi=1—/1. 


pe my chance of having B, or gz=1-p 


The above table is one of observed frequencies. If the whole 
table were the result of chance based on the observed chances of 
A and B, then the expected frequency for both A and B together 
iS MPipo, for p, and pe are the individual probabilities of A and B 
respectively and the probability of A and B appearing together is 
pipe and the corresponding frequency in a population of m is 
npipe. The chance frequency of each cell can be computed in like 
manner. 


Table II illustrates the chance table based on the observed 
chances of A and B separately. 


= 
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If the observed frequency a significantly exceeds the expected 
theoretical frequency (1. ¢., if a>npips), then we say there 
is positive association between A and B; if on the contrary the 
observed frequency a is significantly less than the expected theo- 
retical frequency pips (1.¢., if a<npip.), then we say there 
is negative association or dissociation between A and B. The tests 
and criteria based on numbers of cases are more generally con- 
venient than those based on percentages of cases by virtue of the 
fact that the portion of joint incidence in the population is ordi- 
narily small, 7. ¢., a is small compared to 7. In this case we know 


TABLE II. 


THEORETICAL. 


One Character 


Total 
A Not A 

> 
oO 
£2 —— 
Aa 
Not B npide2 ngid2 

Total npr n 


that the so-called sampling error in a is approximately equal to the 
square root of a, so that the difference between the observed fre- 
quency a and the theoretical number uf;p2 may often be judged 
for significance at a glance. It is, however, more usual to find the 
differences expressed in terms of the square root of mpipe the 
theoretical frequency instead of the square root of the observed 
frequency a. 

We may take as a rough estimate of a significant difference 
between the frequency a, small compared with the population 2, 
and the frequency ufif2 also small compared with n, the ratio of 
the difference a—npip, to the square root of the sum of a and 
Npipo, i. e., if this ratio 


Va+mnpxp> 


is, let us say, greater than 2 


| 
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then we may assume an association of the characters if a>mpipe 
and a dissociation if a<mpip2. In case the observed and theo- 
retical frequencies a and mp;p2 are not small compared with n or 
in case the ratio is near 2 the rough estimate is unsafe to follow 
and a more careful treatment based on such detailed considera- 
tions as may be found in G. Udny Yule, Introduction to the Theory 
of Statistics, London, 1922, chapter III; or R. A. Fisher, Statisti- 
cal Methods for Research Workers, London, 1925, chapter IV, 
should be made. 


TABLE III. 


Four-FOLD ASSOCIATION TABLE (FOR RATES) 


One Character 


Total 
A Not A 
> 
Pa B Wy 2 p2 
~ Not B q2 
5 ] 
Total pr q1 (Grand Total) 
b 
etc 
n n 
ere = ad 
i 


The association table involving numbers can be reduced to one 
involving rates by dividing all items by n, the total population. 
(See Table IIT.) 

The corresponding theoretical table for “no association” is 
Table IV. 

There are only three independent cells available since the grand 
total is always 1; the appearance of association can be tested from 
the rate table but as the significance of the association cannot be 
estimated without n, the total population of which it is based, the 
appearance may be deceptive and it is therefore better to present 
the association table involving numbers. 


= 
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TABLE IV. 


THEORETICAL TABLE: No ASSOCIATION. 


One Character 


Total 
A Not A 
| B Pipe p2 
| 
Not B Piqez qig2 
(Grand Total) 


TABLE V. 


ASSOCIATION BETWEEN PERSONALITY TRAITS AND DELUSIONS OBSERVED. 


Delusions 
Total 
Present Absent 
Normal =a | 160 = npe2 
| 
| Abnormal! 250=c 84=d 314 = nq2 
Total 338 = np1 136 = nq | 474=n 
TABLE VI. 
THEORETICAL TABLE: No ASSOCIATION. 
Delusions 
Total 
Present Absent 
> | Normal 46 = 160 = np2 
az |- 
Abnormal 224 = npiq2 | 90 = nqiq2 314 = nq2 
Total 338 = 136=nq1 


( 
I 
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It is seen that a= 108<np,p2=114 and thus there is an appear- 
ance of dissociation, though as the difference is slight the disso- 
ciation is probably insignificant. To test this roughly we compare 
a—npip2= —6 with and as 6/15 is far 
less than 2 we are assured that the dissociation is not significant 
and that the distribution of delusions or their absence among those 
of normal or abnormal personality is, so far as these figures go, 
merely a matter of chance without association. 


TABLE VII 
MANIFOLD ASSOCIATION TABLE. 


RELATION BETWEEN CERTAIN DELUSIONS AND PSYCHOSES. 


Delusions 


Diagnosis - 
None (|Grandiose Allothers| Unknown Total 
Schizophrenia 30 37 187 31 285 = mp2 
Affective 
Disorders 87 20 124 30 261 = nq 
Total 117 57 — | 311 Ol —npris | 546—N 


We may note that it is not necessary to test a against np,po; 
we may test b against npoq; or ¢ against mpige or d against nqiqo. 
The conditions are 


a>npipeo or d>nqigz, association positive 
b<npeqi or association positive 


Note the reversal of the inequality sign if we 


combine a 
positive and a negative character. In the above table we have 
d=84<nqigz=90 indicating dissociation on appearances; but 
d=nq1g2=—6 is much less than 2 compared with Vd+nq.q2= 
V84+90= V 174=13 and the dissociation is not significant. So 
if we compare b=52>np,q:=46, the difference is positive and 
shows dissociation, but the difference is only 6 to be compared 
with V 52+ 46= V 98=I0 and again shows the dissociation is not 
statistically significant. 


= 
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The manifold table such as Table No. VII can be treated simi- 
larly to the four-fold table up to a certain point. The expected 
theoretical table is computed from the totals of the table much as 
in the four-fold table. 

Table VIII illustrates the table that should arise if there were 
no association. 

Here character B represents individuals with schizophrenia and 
character Not B those who do not have schizophrenia, which in 
this case means those with affective disorders, because we are 
studying only persons with schizophrenia or affective disorders in 


TABLE VIII. 


Delusions 
' (Expected if there were no association) 
Diagnosis 
None Grandiose All others | Unknown Total 
Schizo- | 
phrenia | 61 = 162 = 285—=npe 


Affective 
Disorders | = 261=ngqe 


Total |311—HNpis 546=n 


the hope of discriminating between these two illnesses in a popu- 
lation which has either one or the other. But character A relative 
to delusions is here resolved into four subdivisions (instead of 
into two) so that instead of having the two frequencies 2p, and nq, 
corresponding to A and Not A, we have four frequencies mp4, 
NpPi2, NPis, NPig Corresponding to the four subdivisions with, of 
course 

or Put prot pist pu=l1 
to replace npitnqi=n or pitqa=l 


Now to construct the theoretical table, which is what we should 
expect if the four classes of delusions (none, grandiose, others, 
unknown) were similarly distributed in schizophrenia and affec- 
tive disorders, we have to form the cells by simple multiplication as 
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NpPrrp2=NpiNpe/n=117 X 285/546=61, and there are 8 instead 
of 4 cells to fill in. The question now is, what do we observe 
on appearances, and is it significant? There is 30 to compare 
with 61, indicating that on chance we should have more cases of 
no delusions among schizophrenics than we observe; and 87 to 
compare with 56, indicating that on chance we should have fewer 
cases of no delusions among those with affective disorders than 
we observe. The conclusion is that on appearances the former are 
more subject to delusions than the latter. Are the appearances 
trustworthy, 7. ¢., statistically significant? The difference 30-61= 
— 31 must be compared with the square root of the sum of the 
quantities, V30+61=V90=9.5. Now 31 is more than three 
times 9.5 and thus a considerable probability is indicated that the 
appearances are trustworthy.* 

The cells showing significant differences may not have any real 
meaning significant to the problem and therefore the differences 
in terms of their o’s (o=square root of the sum of expected+the 
observed) in each cell should be tabulated and studied in light of 
their rationality. 

The differences of Tables VII and VIII, i. ¢., the 


observed — expected 
V expected + observed 
are given in Table IX, 
Two cells differ from the expected values by an amount as great 
as 20. We should therefore regard this as significant. Tabulated 


* The first statistical question to settle in comparing manifold tables, ob- 
served with theoretical, is whether or not the observed table could reasonably 
have arisen from the theoretical one by chance fluctuations alone. This may 
be done by the x’ test (see references mentioned). When that question is 
settled in the negative there is indicated something of significance in the 
observed table and the second statistical question is to find out what it may 
be. In discussing the tables above we have proceeded in inverse order to 
ask what, if any, appear to be the differences between the two tables. This is 
the most interesting, less technical, problem. With the criteria we have 
used, which are rough and reasonably conservative, one is reasonably safe 
in proceeding in the inverse order directly to find out what is indicated by the 
table and in neglecting the x’ test. If the tables have a great many elements 
in them (as an 8 by 10 table with 80 elements) we must bear in mind that 
we may expect hard luck once or twice in so many comparisons and that we 
must not lay too much stress on any particular statistically significant finding 
until we have applied more careful criteria. 
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according to their meaning, the cells of the table indicate the fol- 
lowing as shown in Table X. 

There is a positive association between the affective disorders 
and no delusions and a negative association between schizophrenia 


TABLE IX. 
Delusions 

Diagnosis 

None Grandiose All other Unknown 

ive | +31 : 
isorders 56+87 27+20 V149+125 30 


and no delusions. There is a positive association between the 
schizophrenics and each separate delusion and a negative asso- 
ciation between the affective disorders and each separate delusion. 
The remainder of the cells as they stand show that there is a posi- 


TABLE X. 
ASSOCIATIONS OF TABLE XII. 
Associated. Dissociated. 
Affective Disorders and no delusions Schizophrenia and no delusions (sig- 
(significant). nificant). 
Schizophrenia and all other delusions Affective disorders and all other de- 
(not significant). lusions (not significant). 


Schizophrenia and grandiose delu- Affective disorders and grandiose de- 
sions (not significant). lusions (not significant). 

Affective disorders and unknowns’ Schizophrenia and unknowns (not 
(not significant). significant). 


tive association between the schizophrenic group and the grandiose 
delusions and a negative association between affective disorders 
and the grandiose delusions. The unknowns are insignificant in 
both groups. This seems to be a rational table and one draws from 
it the conclusions that the schizophrenic group compared with the 
affective group shows the greater number of delusions. The ques- 


t 
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tion arises, since we know the schizophrenic group of the study 
has a larger proportion of males and the affective group a larger 
TABLE XI. 
OBSERVED. 


RELATION BETWEEN SEX AND DELUSIONS IN PATIENTS DIAGNOSED EITHER 
SCHIZOPHRENIA OR AFFECTIVE DISORDER. 


Delusions 


Sex 
| Absent Present Unknown Total 
Males : 49 171 33 253 
Females 68 197 28 293 
Total | 117 368 61 546 


one of females, whether or not the difference shown above is not 


due to the likelihood of one sex presenting more delusions than 
the other. 


TABLE XII. 


MANIFOLD ASSOCIATION TABLE (OBSERVED). 


RELATION BETWEEN SEX AND CERTAIN DELUSIONS. 


Delusions 


Sex 
None Grandiose All others) Unknown Total 
Males 49 40 131 33 253 
Females 68 | 17 180 28 293 
= 
Total 117 57 311 61 546 


Table XI illustrates the sexes tabulated according to delusions. 
Analyzed as in the preceding table, there is found to be no differ- 


ence in the sexes with respect to the development of unknown 
delusions. 


125 
13 
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Table XII illustrates the sexes tabulated for delusions with the 
grandiose delusions separated. Here we find one cell greater than 
twice o and regard it as significant. Tabulated according to the 
meaning of the table as shown in the following table, we see that 
there is nothing irrational or illogical about the result and come 
to the conclusion that possibly females are not prone to have gran- 
diose delusions. 


TABLE XIII. 


ASSOCIATIONS OF TABLE NII. 


Associated. 

Males and grandiose delusions (not 
significant). 

Females and all other delusions (not 
significant ). 

Females and no delusions (not 
significant ). 

Males and unknowns (not signifi- 
cant). 


Dissociated. 

Females and grandiose delusions 
(significant). 

Males and all other delusions (not 
significant ). 

Males and no delusions (not signifi- 
cant). 

Females and unknowns (not signifi- 
cant). 
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SURVEY OF RETARDED CHILDREN IN PUBLIC 
SCHOOLS OF MASSACHUSETTS.® 


By\NEIL DAYTON, M D., 
Di ctor Didtion of\ Mental \Deficienky, Departmen 
Ment& Diseasks. 


INTRODUCTION. 

As a result of long years of labor on the part of the late 
Dr. Walter E. Fernald and other interested educators, the Massa- 
chusetts Legislature in 1919 passed a law requiring the examina- 
tion of all children three or more years retarded in school classes. 
The law stipulated also that towns having ten or more children of 
this type should establish special classes. 

As trained psychiatrists were necessary to conduct the exami- 
nations, Dr. Fernald elaborated a program which, with the ap- 
proval of Dr. George M. Kline, the Commissioner, created a travel- 
ling clinic in connection with each State hospital or State school 
under the Department of Mental Diseases. This made a total of 
14 clinics. Each institution had one physician and one psychologist 
added to its quota for the purpose of carrying on the work. The 
travelling school clinic unit has consisted of a psychiatrist, a psy- 
chologist, and a social worker. The school nurse and a selected 
teacher assist in the various tests. During the past three or four 
years it has been found advisable to have the social work done 
by the school authorities, as they are in more personal touch with 
the relatives of the child to be examined. Physicians from each 
institution were trained in the Ten Point Scale examination by 
Dr. Fernald at Waverley, in order that examinations throughout 
the state be uniform. 

Beginning with the first special class in Springfield in 1898, the 
special class movement grew slowly but steadily during the suc- 


ceeding 23 years, and by 1921 twenty-four towns had established 
special classes. 


* Read the eighty-thixd annual meeting 4f The American Psychiatric 
Association,\Cincinnati, Ohi, May 31, June 1, 2, 3, 1927. 


Massachusktts Department &f Mental Diseases, Statistical Research Proj- 
ect No. 1, Article 1. 
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The state-wide operation of the 14 travelling clinics, begun in 
March, 1921, quickly stimulated the organization of additional 
special classes. This has been strikingly demonstrated by the num- 
ber of classes organized since 1921. Between 1921 and January, 
1927, a period of six years, 94 additional towns had taken up the 
new work. Thus, by January, 1927, we find 118 towns in Massa- 
chusetts supporting 400 special classes, and these classes training 
nearly 6000 feeble-minded children each year. 

In 1925 Wyoming ranked first on the list of states providing 
special class facilities, with 78 children in special classes for every 
10,000 school children between the ages of 7 and I5 years. 
Massachusetts was second, District of Columbia third, Michigan 
fourth, New Jersey fifth, New York sixth, etc. The present rela- 
tive positions are not known, but the Massachusetts rate for 1927 
is 90 children in special classes per 10,000 school children. 

The great interest shown by educators and the public in general 
in psychiatric examinations of retarded pupils and in the special 
class work, soon made increasing demands on the time of the 
clinics. A part of the original plan was that these examinations 
should provide a register of all feeble-minded persons in the state. 
To effect this registration, each state institution was requested to 
make a report to the Department of Mental Diseases of every case 
considered feeble-minded by their school clinic physician. The 
first year or two of the clinic operation did not reveal large num- 
bers examined. However, for the statistical year ending Septem- 
ber 30, 1926, it was found that approximately 4700 children had 
been examined during the year. At the present time, the total 
number of cases registered in the Department as feeble-minded is 
approximately 20,000. 


NEED OF PRESENT STUuDY. 


It can be seen that these examinations present for investigation 
a cross section of mental deficiency hitherto not available. All our 
information concerning the mental defective has come either from 
the study of institutional cases, or from the comparatively small 
numbers studied in out-patient clinics. It is estimated that Massa- 
chusetts is giving institutional care to about 7 per cent of the feeble- 
minded in the state. If we may, for the moment, extend this same 
percentage to other states in our country, we are faced with the 
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fact that our opinion of feeble-mindedness is based on data 
gleaned from less than 10 per cent of the total existing cases. 
There is little reason for self-satisfaction then, in our present 
knowledge of the subject. Inferences based on a sample which 
excludes go per cent of the total possible cases can only result in 
questionable conclusions. 

The school clinic cases, which include nearly one-half of the 
estimated number of mentally deficient available in Massachu- 
setts, present an unusual opportunity to enlarge our sample. 
Inferences derived from this greater total would not be open to the 


criticisms usually directed toward results obtained from small 
samples. 


METHOD. 


By means of a specially devised code, the material for this study 
was taken directly from the original school clinic records of cases 
examined during 1921, 1922 and part of 1923, with re-examina- 
tions. It embraces a detailed review of 4,040 examinations of chil- 
dren referred to the travelling school clinics of the W. E. Fernald 
and Wrentham State Schools. Three thousand five hundred and 
fifty-three of the total number considered are first examinations, 
the others being second, third or fourth examinations. 

The facts now being presented are in the nature of a prelimi- 
nary statement with regard to the work completed up to May Io, 
1927. The study is being continued to include between 25,000 and 
30,000 examinations, the completion of which, it is estimated, will 
require a period of three years. 


HEREDITY. 


One of the first points to come up for consideration when the 
subject of mental deficiency is mentioned is the question of the 
part played by heredity. There are two extremes of opinion in 
this matter which are quite prevalent at the present time. It is 
perhaps significant that the longer an individual has dealt with 
the feeble-minded, whether he be a superintendent of long experi- 
ence, or a close student of genetics, the surer he is that mental 
deficiency is chiefly a matter of heredity. The shorter the experi- 
ence, or the fewer the cases considered, the surer is the observer 
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that there is nothing to heredity. The latter group of individuals 
prefer to regard the feeble-minded as a biologic sport, or varia- 
tion, or accident, or as the result of environment. 

If we were to search for opinions on heredity, we would have 
little difficulty in finding many as widely separated as the poles. 
The superintendent of a large institution for feeble-minded would 
tell us that cases coming to him show a defective heredity in 50 or 
60 per cent of admissions, and would have hereditary defect as the 
cause. The superintendent of a department for defective delin- 
quents would say that it was a combination of heredity and envi- 
ronment. The social worker of an out-patient clinic drawing its 
subjects from a comfortable section, might say that mental defi- 
ciency was an accident, particularly as she sees the feeble-minded 
children of the successful people of that particular community. 
There is just a possibility that there may be an element of correct- 
ness in all of the various surmises. 

It may be necessary to revise our definition of feeble-minded- 
ness, when we include in our known feeble-minded the thousands 
of cases which have previously been unobserved. We have learned 
that the feeble-minded in the institutions are only a part of the 
great total. However, the thought that the feeble-minded outside 
of institutions might be an entirely different group has not been 
clearly expressed. 

It may be that the sample as determined by the institution popu- 
lations may not be at all representative of the universe of feeble- 
mindedness. If we show that the feeble-minded in the community 
differ in general characteristics from cases in institutions, may we 
not go a step farther and question whether or not this same thought 
may be applied to the relation of heredity as well? 

It has always seemed that we are asking too much of heredity 
when we expect the transmission of the hodge-podge of charac- 
teristics which we now call feeble-mindedness. We bitterly insist 
that feeble-mindedness shall not be diagnosed on the basis of 
mental tests or intelligence solely. To make a diagnosis we must 
have a total of the many characteristics which make up mental 
deficiency. The transmission of multiple factors by linkage of 
characters is a possibility, yet many say that we must preserve 
feeble-mindedness as a simple character when we discuss heredity. 
Here is the crux of the situation, and one which has been the 
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basis for constant disagreement and misunderstanding. We must 
either make it possible to study the heredity of feeble-mindedness 
in a scientific manner or discontinue discussions of it. We are too 
often discussing physical, social or environmental factors and pos- 
sible combinations with a degree of intelligence when we say, 
“Oh yes, this is a case of the hereditary type.” 


TABLE A. 


HEREDITY. 


LIMITED TO CONSIDERATION OF MENTAL DISEASE, MENTAL DEFECT AND EPILEPSY 


IN ENTS. v 
2 acs x) ao BOX BESS Em 
1193. 4I 20 6 92 re) 
Female ..... 551 20 5 3 I 68 oO 0 oO 0 
1744 6 25 9 I 160 5 I 
< 
I 46 36 17 I 879 2338 
Female ..... 613 6 I 525 1215 
I o 68 49 23 2 O 1404 3553 


Heredity as recorded in Table A does not reveal any striking 
condition, unless a negative result can be considered as unusual. 
The normals predominate as the parents of these retarded children. 
Mental deficiency is concerned in roughly 7 per cent of the cases, 
mental disease in 3 per cent. 

I have mentioned the possibility of there being a difference in 
general characteristics between institutional and non-institutional 
mental defectives. It was also suggested that there might be a 
corresponding difference in the heredity of these two groups. In 
1926,* a study was made of 1000 consecutive admissions to the 


* Myerson, A. and Elkind, H. B.:—Unpublished Material. 
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Wrentham State School, covering a five-year period. While that 
sample is small, it has one advantage in that the code details with 
reference to heredity, were set up in the same way as in the school 
clinic study. From Graph I we see that there is twice as much 
feeble-mindedness in the heredity of the institution group as in 
the public school cases. The objection that there is a variation 


SURVEY OF RETARDED CHILDREN 
PUBLIC SCHOOLS OF MASSACHUSETTS 


HEREDITY OF 983 INSTITUTION MENTAL DEFECTIVES 
(WRENTHAM STATE. SCHOOL) COMPARED WITH 
3553 NON-INSTITUTIONAL CASES (SCHOOL CLINICS) 


Males = 2338 
Females = 1215 
Total = 3553 


V/A, Won Institutional 


| Institutional 


Percentage 


42 


Both Parents OneerBoth Ones Both Oneeor Both Unknown 
Hormal Parents Parents Parents 
Feeble-Minded Mental Epileptics 


Division OF MENTAL DEFICIENCY, MASS. DEPT oF MENTAL DISEASES 


GrapH I. 


in manner of history-taking is not borne out by the number of 
unknowns. If we assume that the history-taking is better in the 
institutions, it is to be wondered that there are not less unknowns 
than in the school clinic group. In fact, the institution cases pre- 
sent a higher percentage of unknowns. It is true also that there is 
a higher proportion of the institution cases with intelligence quo- 
tients below .70. The actual difference is approximately 20 per 
cent. At the same time this 20 per cent does not entirely account 
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for the apparent 100 per cent difference in positive factors of 
heredity with reference to feeble-mindedness. 

From the viewpoint of statistics we can draw no definite con- 
clusions on the results of this study as concerns heredity. We can 
say that at least 7 per cent of the retarded school children showed 
mental defect in one or both parents. Beyond this we cannot go. 
We have no way of knowing where the unknowns will distribute 
themselves and only cloud our results when we try to guess. 


DIAGNOSIS. 


The diagnosis of the condition existing in the child is made by 
the clinic psychiatrist, after a thorough review of the 10 points of 
examination. These 10 different tests are conducted by various 
examiners connected with the clinic. Summing up the case is of 
the greatest importance, as it may be a turning point in the child’s 
life. A diagnosis of mental deficiency is at all times a serious 
matter, and it should be made with the greatest consideration of 
all points involved. Upon this diagnosis depend the recommen- 
dations to the school authorities in particular, referring to the 
course to be taken in the instruction of that individual child. 

Consulting Table B, we find that 65 per cent of children exam- 


TABLE B. 
DIAGNOSIS. 
Male ..... I52I 17 7 6 2 © 38 I 57 30 13 
Female 792 8 8 19 oll 17 21 19 
Total. .... 55 I 7 O55 17 
eee Ss at 29 2 4 313 5I 164 19 2338 
7 78 4 wt 76 10 1215 
ee oe 5 28 107 6 5 442 65. 240 29 3553 
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ined were diagnosed as feeble-minded with no other associated 
conditions. It is the etiology of this large group that constitutes 
one of our greatest problems. We may have suggestions of the 
positive factors in those who have other associated conditions, but 
we are still at a loss with this larger group. Temporarily disre- 
garding the deferred and borderline groups, we find that the only 
remaining category of significance is the one containing the “ in- 
definite endocrine feeble-minded.” This group makes up 3 per 
cent of the total. Here we find the only significant sex difference 
in the various diagnoses. Roughly, there are five times as many 
girls as boys with endocrine defect associated with feeble- 
mindedness. 


GRADE First FAILED. 


The question of the age at which a mentally deficient child 
reveals his defect has always been of interest. In so far as we have 
all grades of mental deficiency in our group, it will be interesting 
to see where the children begin to fall behind in their school work. 
Let us trace the child through his school life. Where does he fail 
first? Perhaps the natural expectation would be that the child 
would fail in accordance with his mental age; that is, a child with 
a mental age of eight would pass the third grade but have trouble 
in the fourth. Graph II and Table C show us that the larger part 
of this group failed to pass the first grade. If we recall that the 
mentally deficient child with an I. Q. of 80 has a mental age of 4.8 
years when he first enters school classes at the age of 6, his con- 
sequent failure in the first grade can be readily understood. 

It is a tribute to the flexibility of the first grade curriculum and 
the patience of teachers that any of these children succeed in get- 
ting through the first year. Particularly so when we consider that 
88 per cent of the children had an I. Q. of less than .80 while in 
the first grade, and a mental age of 4.8 years or less would mean 
almost certain failure judged by ordinary standards. However, 
Table C tells us that not 88 per cent, but 60 per cent, failed to pass 
the first grade. Some of the many difficulties of our first grade 
teachers become manifest when we see that they successfully 
instructed 28 per cent of our group of 3553 children who should 
have failed. 
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SURVEY OFRETARDED CHILDREN IN 
FUBLIC SCHOOLS IN MASSACHUSETTS 


Percentage of 3555 Children Arranged 
According to Grade First Failed. 


Vercentage 


io go 40 So 60 je 


First Failed 
u 
w 


+ Males =2338 
Females = 1215 
Total 3553 
Jos 


Division of Mental Deficiency, Mass. Dept. of Mental Diseases 


GrapH II. 
TABLE C. 
Grave First 
Sex I 2 3 4 5 6+ Unknown Total 
eee are 1425 211 72 35 13 8 574 2338 
err 711 115 47 21 8 3 310 1215 


2136 326 119 56 21 II 884 


3553 
YEARS OF RETARDATION. 


How far behind in classes are the children who are referred to 
the clinics? The law stipulates that when a child is three years 
retarded he must be examined. It is suggested to the school au- 


| 
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thorities that they select the pupils to be examined by the following 
methods : 

1. Select by reference to individual school records those pupils 
who have repeated two or more grades. 
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PERCENTAGE OF 3553 CHILDREN ARRANGED 
ACCORDING TO NUMBER OF YEARS 
OF RETARDATION 


Males = 2338 
les - 


Total 3553 
> >> 


Hot 
Stated i 


Years Retarded 
© 


Percentage 


Division OF MENTAL DEFICIENCY, MASS. DEPT OF MENTAL DISEASES 


GrapH III. 
TABLE D. 
Grapes RETARDED WHEN REFERRED. 

Sex None I 2 3 “er Unknown Total 
Eee 82 249 458 671 815 63 2338 
Pema@le 42 100 20 372 451 30 1215 
, 124 349 678 1043 1266 93 3553 


2. Select those who, failing to earn promotion for two or more 
years, have been allowed by the school officials to advance with 
their grades as being for their best interests. 

3. Select those who by an age-grade table are shown to be 
retarded in their school work two or more years. 
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These instructions give the school authorities a little latitude in 
the selection of children to be referred to the clinics. In cases 
where there is no retardation, but the school authorities feel that 
there is some reason for a psychiatric examination, cases without 
retardation are referred to the clinic with the approval of the 
parents. 

We observe in Graph III and Table D the grades in which the 
children were retarded when referred for examination. We see 
that 65 per cent of them were three or more years retarded in 
their school classes. It is of interest that so many were less than 
three years retarded when examined. In the average case, this 
means that the mental defect in the child was so marked that his 
deficiency could be noted at an earlier age. He was then sent to 
the clinic for diagnosis before he had the opportunity to become 
three years retarded. This early recognition of the mentally defi- 
cient child is proving to be one of the most valuable results of the 
school clinic examinations. School authorities are showing a great 
deal of interest in the selection of these children, as they have 
learned that the proper placement of the retarded child is one of 
the most important items in the educational field of to-day. It is 
this willingness and ability on the part of educators to do some- 
thing about the matter when the retarded child is in his formative 


years that is increasing 10-fold the child’s chance for success later 
in life. 


CHRONOLOGICAL AGE. 


We are quite naturally interested in the age of the child coming 
to the clinic for examination. If the child enters school at the age 
of six, how old is he before it has been determined that he is 
retarded mentally? In Graph IV and Table E we find that the 
mode is at the age of thirteen years. On superficial examination, 
it seems odd that children who enter school at the age of six would 
not have their mental defect discovered until the age of 13. It 
is to be questioned whether the recent years of operation of the 
clinic will give the same findings as in the first two and one-half 
years. At the beginning of the clinic’s operation, it was found 
that there was a considerable accumulation of retarded children, 
particularly in schools not maintaining special classes. In the 
other schools, children were sent to the clinics who had been 
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placed in special classes before the starting of the travelling 
clinics. These two factors undoubtedly have resulted in older chil- 
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Males = 2338 
Females =1215 


Total=3553 
16 16 
13 
3 
8 
a 
6 7 9 10 42 43 14 #45 464 Not 
Stated 


Chronological Age 


DIVISION OF MENTAL DEFICIENCY, MASS. DEPT. OF MENTAL DISEASES 
GrapH IV. 


TABLE E, 


CHRONOLOGICAL AGE. 


n n wn an n 
n N a = = = 2 
a 2I 72 141 213 275 318 324 352 371 200 47 4 2338 
Female II 33 57 100 118 147 190 232 195 108 24 O I215 
Total .... 32 105 108 313 393 465 514 584 566 308 71 4 3553 


dren being sent to the clinics than may be expected from later 
examinations. 
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MENTAL AGE. 


In Graph V and Table F we have recorded the mental ages of 
children referred to the clinics. These vary between 4 years 


SURVEY GF RETARDED CHILDREN IN 
PUBLIC SCHOOLS OF MASSACHUSETTS 


PERCENTAGE OF 3553 CHILDREN ARRANGED 
ACCORDING TO MENTAL AGE 
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S 47 Males = 2338 
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GRAPH V. 

TABLE F. 

MENTAL AGE. 
Male ..... 124 132 338 462 602 373 162 83 26 7 7 22 2338 
Female 56 76 191 241 336 188 87 23 8 2 2 § 1215 
Total 180 208 529 703 938 561 249 106 34 9 9 27 3553 


and 14 years, with the mode at 8 years. This table also is 
influenced somewhat by the older children coming up for exami- 
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nations. The influence is not, however, as marked as in the 
chronologic age. These figures suggest that children retarded in 
their school classes tend to fail in the mental age groups of six, 
seven, eight and nine. We see that very few children with a 
mental age of 10 or over are referred to the clinics. In so far as 
we know that the higher mental ratings exist, this would lead us to 
believe that the higher grade cases are successful in school classes, 


even though their mental ages may be decidedly below normal in 
view of their chronologic ages. 


INTELLIGENCE QUOTIENT. 


While the chronologic ages and the mental ages show a con- 
siderable spread, we find from Graph VI and Table G that the 
intelligence quotients tend to group themselves quite markedly in 
the .60-.69 group. The chronologic age distribution produces a 
relatively flat curve in comparison with the intelligence quotient. 
That is, while the mentally deficient in public schools distribute 
themselves more evenly over the various age groups, they tend to 
group themselves in reference to intelligence quotient between the 
limits of .50-.79. 

It may be a comforting thought for the men to know that there 
were more boys with an intelligence quotient above .70 than there 
were girls. In this case it would seem that.the girls demonstrated 
their ability to succeed with a lesser degree of intelligence. As we 
go deeper into the matter, however, we find that there is some- 
thing more serious than sex in considering this variation in intelli- 
gence. We find it necessary again to consider conduct in connec- 
tion with mental deficiency. Behavior has evidently conspired to 
keep the boys back and may explain the large number of boys 
referred to the clinics for examination. In considering moral 
reactions, and personal characteristics, a definite sex difference 
was demonstrated. The boys presented more unfavorable charac- 
teristics than the girls if we exclude sex difficulties in which the 
girls showed twice the number presented by the boys. 


CoRRELATION OF CHRONOLOGIC, MENTAL, AND SCHOOL AGE WITH 
ScHoot Susyects CoMPLETED. 


Graph VII shows the chart which is used in every Ten Point 
Scale examination for the purpose of summarizing the chrono- 
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logic age, mental age, intelligence quotient, and the work com- 
pleted in various school subjects. From the observation of individ- 
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Total=3553 


Percentage 


25-49 50-59 60-69 70-79 80-89 90-799 100+ Not 
Stated 
Intelligence Quotient 
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TABLE G. 


INTELLIGENCE QUOTIENT. 


ee 8 144 428 836 634 221 49 7 It 2338 

err I 92 271 451 205 79 «14 4 8 1215 

236 6990 1287 9290 4300 63 19 3553 


ual cases, we have known for a long time that mental defectives 
show an imbalance in acquiring knowledge in different subjects. 
How far this is confined to the feeble-minded, of course, we 
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do not know at the present time. This material shows that the 
children coming up for school clinic examinations present a cer- 
tain uniformity in their variations. The graph presented can be 
regarded as a composite of 3553 examinations, in so far as the 
medians of the respective subjects were used. We find that the 
median of the chronologic age is at 12 years, the median of the 
I. Q. is at .65, the median of the mental age is at eight years. On 
the right we have the school subjects. The results as outlined in 


THE COMMONWEALTH OF MASSACHUSETTS 
DEPARTMENT OF MENTAL DISEASES 
SCHOOL CLINIC RECORD 
CORRELATION OF CHRONOLOGICAL MENTAL AND SCHOOL AGE 


NAME DATE NO. 
CHRONO. PEDIAN SCHOOL GRADE WORK FINISHED 
LoeicaL = FOR PRESENT 
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GrapH VII. 


this graph show us that the mentally deficient will rate higher in 
arithmetic, writing and language, than in reading, spelling and 
geography. The fact that the median in geography falls so low is 
attributable to the lack, in certain schools, of geography instruc- 
tion in the early grades. I believe this subject is not commonly 
introduced before the fourth grade. 

Sex differences are observed, in that the girls rate two grades 
higher in spelling than boys, and they are also one grade higher 
in language. 
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OrpDER OF BirTH OF PATIENT. 


The significance of order of birth whether the person be genius 
or idiot, has led to considerable discussion in literature. We know 
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GrapH VIII. 
TABLE H. 
OF BirtH OF PATIENT. 

Un- To- 
Sex 1 2 3 4 5 6 7 8 9 10+ known tal 
ae 419 302 306 249 189 126 87 85 30 74 372 2338 
Female ..... 248 210 164 124 77 73 43 38 22 35 I81 1215 
po ere 667 602 470 373 266 199 130 123 61 1090 553 3553 


that we have heard many varied dissertations on the place of the 

feeble-minded child in the order of birth. While we have a rather 

wide range of opinions, the prevailing one has been that the defec- 

tive child is the last of the family, born at a time when the parents 
57 
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are less vigorous because of age, disease, or other factors. The 
material as presented to us in Table H and Graph VIII seems to 
contradict this statement directly, and would make us believe that 
the feeble-minded of the family tend to be the fi st or second child, 
rather than those coming later in the order of birth. It might be 
said, however, that the order of birth among these children does 
not vary a great deal from that of the general population, as com- 
parison shows that there is very little difference. While we can- 
not contradict the prevailing opinion on the matter of order of 
birth, at least we can say that there is no indication, from this 
material, that the feeble-minded child will come as any particular 
child in the family. 

The theory of older people having feeble-minded children has 
not been supported in the material studied, particularly when we 
investigated the factor of the age of parents at the birth of child. 
We find that the mode for both mothers and fathers falls in the 
age group 25 to 29 years. 

The number of feeble-minded siblings, exclusive of the patient, 
was also investigated. It was found that of the 3553 first exami- 
nations, 48 per cent had no feeble-minded siblings. In 18 per cent 
of cases, one sibling was feeble-minded. In 5 per cent of cases 
two other siblings were affected. The percentage for three or more 
feeble-minded siblings was less than I per cent. In this group 
there were approximately 28 per cent of unknowns. In spite of 
the percentage of “unknowns” and “not stated”’ these figures 
may be considered as quite reliable. In general, it might be said 
that most of the siblings are in the same public school, under the 
scrutiny of teachers, and consequently available for examination 
if necessary. If we disregard for the moment the few low-grade 
feeble-minded who never enter the school, and children under five 
years of age, we can say that school clinics have an unusual oppor- 
tunity to know the standing of the other children of the family in 
the light of their possible mental deficiency. 


WEIGHT AND HEIGHT. 


We are familiar with that portion of the “legend of the feeble- 
minded ” which states quite emphatically that these children are 
under size and under weight. From all opinions handed down, it 
seems to be expected that the mentally. deficient child will be a 
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PERCENTAGE OF 3553 CHILDREN ARRANGED 
ACCORDING TO WEIGHT AND HEIGHT 
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Males = 2338 
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GrapH IX. 
TABLE I. 
WEIGHT. 
Sex Average Above Below Unknown Total 
ee 291 357 486 71 1215 
801 1027 1423 212 3553 
HEIGHT. 
Sex Average Above Below Unknown Total 
ins 751 789 794 34 2338 
451 364 377 23 1215 
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puny little thing, incapable of taking care of himself, or fighting 
his way in the world’s battles. Graph IX and Table I give a pic- 
ture of the weight and height of the retarded children. As com- 
pared with the accepted averages in the general child population, 
you will observe that they show a slight debit in weight; that is, 
there are slightly more under weight than over weight. However, 
in height we see that there is no significant difference. The figures 
in both graphs are so near the average that certainly no conclu- 
sions are justifiable as to the size of the mentally deficient child. 
If we consider the numbers of the school children who are re- 


ported as being under weight, it does not appear that the retarded 
children suffer by comparison. 


PuysicaAL DEFECTs. 


When we considered height and weight, we found that the 
retarded child kept up fairly well to the average of the community. 
However, when we consider the physical deficiencies in Graph X 
and Table J, we find a larger number than even the most pessi- 
mistic portion of the “legend” has ever outlined. Gastro- 
intestinal defects, chiefly teeth and tonsils, easily take the lead. 
The next in order of importance is stigmata. Just what stigmata 
may mean has always been more or less of a question, as their 
exact relationship with mental defect has not been satisfactorily 
outlined. Defects of special senses come next, and are followed by 
circulatory, neurological, and skeletal defects. 

In general, the physical defects outline themselves as follows: 

4 out of 5 have defect of teeth or tonsils. 

I out of 2 shows stigmata. 

I out of 4 have defective vision or hearing. 

1 out of 6 have a defective heart or defective circulation. 

I out of 7 have a neurologic defect or disease. 

I out of 7 have a skeletal defect. 

One sex difference presents itself in this connection, in that 
stigmata were present less often in girls than in boys. Endocrine 
disturbances were seven times as prevalent in girls as in boys. 

It was found that 67 per cent of the children examined needed 
major general hygiene. By this we mean that the individual child 


needed to be referred to a physician or dentist for immediate 
treatment. 
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NUMBER AND TYPE OF PHYSICAL DEFECTS 
FOUND IN 3553 CHILDREN 
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In justice to the school authorities, it must be recalled that we 
are presenting facts in reference to cases examined in 1921 and 
1922. Since that time, great strides have been made in the care 
of the school child. School physicians and school nurses have done 
extremely valuable work in caring for the school child, and we 
find that their praiseworthy efforts are showing results in the 


improved physical condition of the retarded child when he returns 
for later examinations. 


SURVEY OF RETARDED CHILDREN 
PUBLIC SCHOOLS OF MASSACHUSETTS 


ANALYSIS OF FIRST AND SECOND 
EXAMINATIONS OF 458 CHILDREN 
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DIVISION OF MENTAL DEFICIENCY, MASS DEPT. OF MENTAL DISEASES 
GrapH XI. 


ANALYSIS OF First AND SECOND EXAMINATIONS. 


In conducting their re-examinations, the travelling school clinics 
have returned to the schools every year, or every second year to 
examine the retarded pupils that have accumulated during the 
interval. These subsequent examinations provide an unusual op- 
portunity for comparison and contrast with first examinations. It 
is quite obvious that various changes take place in the children 
between examinations, and we determined to analyse these com- 
parisons in reference to chronologic age, mental age, and intelli- 
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gence quotients. We know, of course, that the chronologic age 
increases between examinations, and that the mental age also shows 
improvement. The difference in intelligence quotient between 
examinations has been a battle ground of contention for many 
years. Graph XI reveals to us that the mean of the chronologic 
ages increased from 10.1 to 11.7 years, the mean of the mental ages 
increased from seven years to eight years. The mean of the intel- 
ligence quotient shows a decrease from .76 to .73. 

In addition to the three points above mentioned, comparisons 
were also made on the improvement between examinations in the 
school subjects of reading, arithmetic, spelling, writing, geogra- 
phy, and language. The question for solution was: do the feeble- 
minded show a tendency to improve in one subject more than 
another, between the two examinations? It was found that the 
improvement was uniform, an advance of one year in each school 
grade accompanying the improvement of one year in mental age. 


1. Heredity, as recorded in the 3553 school clinic examinations, 
reveals that feeble-mindedness is present in one or both parents in 
approximately 7 per cent of cases, mental disease in approxi- 
mately 3 per cent of the cases, and epilepsy in I per cent of the 
cases. The comparison in heredity made with cases in the Wren- 
tham State School, seems to indicate that the inheritance of mental 
defect is more obvious in institution cases than in school clinic 
cases. 


2. Approximately 72 per cent of the children examined were 
feeble-minded. 


SUMMARY. 


3. Sixty per cent of the children examined were unsuccessful 
in their attempts to pass the first grade in school. 

4. There is little difference in the order of birth of these re- 
tarded children and children in the general population. 

5. Physical defects were very common. In fact, there were but 
26 children out of the total of 3553 who were without physical 
defect. Four children out of five had defective teeth or tonsils. 
One retarded child out of four had defective vision or hearing, 
one out of six had a defective heart or defective circulation. One 
out of seven had a nervous disease or disorder. One out of seven 
had a disorder of the bones. 
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6. Height and weight revealed but little variation from accepted 
averages in the general child population. 

7. Four hundred and fifty-eight cases having two examinations 
at a mean interval of one and one-half years, show an increase in 
the mean mental age from seven years to eight years. During this 
period, the mean intelligence quotient decreased from .76 to .73. 
There were intelligence quotients which increased, but there were 
more showing a tendency to decrease, and consequently the mean 
of the second examination was depressed three points. Whether 
this decrease is significant or not is not yet settled, because of 
insufficient numbers. 

This study of mental deficiency is the first project under the 
new plan of organized research into the problems of mental dis- 
ease and mental defect, which is being developed by the Massa- 
chusetts Department of Mental Diseases. When the entire inves- 
tigation has been finished and a detailed study made of the com- 
pleted material, conclusions will be in order. At this time, how- 
ever, they would be premature. 

We can say that our present results suggest that there is a great 
deal of “legend” in much of the commonly accepted thought on 
feeble-mindedness. We have learned that there is much work to 
be done in studying extra-institutional cases before we can have a 
complete picture of mental deficiency. 


I wish to express my thanks to Dr. Henry B. Elkind, Director 
of the Massachusetts Society for Mental Hygiene, for his assis- 
tance in the preparation of the code and for his valued advice. 
Dr. Ransom A. Greene, Superintendent of the Walter E. Fernald 
State School, and Dr. George L. Wallace, Superintendent of the 
Wrentham State School, also receive my thanks for their sugges- 


tions and cooperation in rendering available the material of their 
travelling school clinics. 


DISCUSSION. 


Dr. J. MoreHEAD Murpocu (Franklin, Pa.).—I don’t mean to take much 
time. I am very glad that Dr. Dayton has presented this new approach to 
the question of feeble-mindedness so hopefully. 

I wish to call attention 1o the study made here in Cincinnati at the time 
of the mental hygiene survey in which the children who had passed through 
the special classes in public schools were followed up. I cannot give you the 
percentage but the number of those who had made good after leaving the 
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special classes was remarkably high. They were earning their way and taking 
their place in the community and a large percentage of them were doing well. 
We must consider that in the individual and the child the intelligence test 
is not everything. It isn’t only how much the child knows, what his intelli- 
gence is, but how he behaves and how he uses what he knows. 


Dr. Serr (Munich, Germany).—I want to call your attention to a fact 
which is of vital importance in the bad development and bad position of the 
child in later life, and that is the fact that feeble-mindedness and full-minded- 
ness can be very easily confused. 

I have in mind one case among many others which came to my attention 
at the educational conference in Munich. This boy was brought by the 
juvenile court because he had about 140 cases of truancy charged against 
him. The school for feeble-minded was very hopeless about his future 
because this boy had a very peculiar lack. He could not read at all. When 
he tried to read, what he brought out was pure nonsense and nobody could 
understand it. The teacher who attended the educational conference was 
absolutely sure that a boy as feeble-minded as that was hopeless. The psy- 
chiatric clinic, on the other hand, was doubtful about his feeble-mindedness. 

I will make a long story short. This boy who couldn’t read after eight 
years of training, learned to read very well in nine weeks. His parents had 
lived in Switzerland, and came to Germany eight years ago. The boy was then 
six years old and he had to go to school. He had spoken a certain Latin 
dialect and could not understand German and so he did not make good 
progress in the German school. He was laughed at and the teacher was not 
at all satisfied with him. The same thing was true in the second year, and 
then the third year he was brought to the school for the feeble-minded because 
he couldn’t read. 

At the same time, his situation at home was very bad. His sister was only 
a year younger than he. She came to Germany when she was five years old, 
and so she had a full year in which to learn the language, with the result 
that when she entered school she was much better prepared than her brother 
had been. The mother always praised the girl and the boy was entirely dis- 
couraged; and little by little the teacher came to despair of his ability to 
develop, thus closing the last opportunity that lay before him. And of 
course, the jealousy, the envy toward his sister, and the depreciation 
through his mother and teacher accomplished the result that seemed to be 
feeble-mindedness. 

I see cases like that very often and it is important to know that full-minded 
children can receive a very bad preparation for life so that they become 
entirely discouraged and the consequence of this discouragement is similar 
to that in the case I cite. 


Dr. T. B. Bass (Abilene, Texas).—I was surprised at the low per cent 
of endocrine cases in this report. Especially is this noticeable with such a 
high per cent of under and overweight. It is well known that we have 
hypo- and the hyper-endocrine cases. 


= 


834 PUBLIC SCHOOLS OF MASSACHUSETTS {March 


Dr. BenyaMIn W. Baker (Laconia, N. H.).—I have nothing to con- 
tribute. I am very happy to see so large a tabulation of work presented. It 
is very encouraging to note in our progress that Massachusetts has accom- 
plished so much. We have heretofore reviewed the results in a few cases only. 
Dr. Dayton’s study of thousands of cases affords a sufficiently large cross 
section to make the deductions very valuable. 


Dr. Georce L. Wattace (Wrentham, Mass.).—I merely wish to express 
my appreciation for a very fine presentation of this work. There are a few 
things which I rather hesitate to discuss, for instance, statistics require no 
discussion—they are final. We, in institutions have learned to believe that 
mentally defective children are not more proficient in arithmetic than they are 
in the other academic subjects; this is new to us; we have always believed 
the reverse to be true. We cannot vouch for the statement that they are 
more proficient in arithmetic. 

There is another thing in regard to this examination of school children 
that is proving very interesting and that is the increasing demand for insti- 
tutional care. In Massachusetts we had rather expected, when ample pro- 
vision was made in the educational régime for education of the feeble- 
minded in connection with the public school classes, that there would be less 
urgent demand for admissions at the schools for the feeble-minded but such 
has not been the case. 

As we have segregated that large body of mentally defective children in 
the public schools and placed them in a position where they can be viewed 
as an entity, it is remarkable how the demand for institutional care for a 
selected class within this large group of feeble-minded has developed. We 
have never had such an urgent demand for admissions to the state schools 
for the feeble-minded in Massachusetts as we have had these last few years, 
which simply goes to demonstrate the fact that when an entity is segregated 
in a community and receives intensive study, we find special groups within 
that entity needing special care. The large group of mentally defective 
children with disturbed emotional natures comes to the front and it is be- 
coming more clearly revealed that this is one of the groups that need 24-hour 
education, supervision and care in a state school. 


Dr. Dayton.—I don’t want Dr. Wallace to think that statistics are the end 
of everything. That is far from the truth. When figures are compiled at the 
end of an investigation, it means that the real period of study has only com- 
menced because many times you have to study your figures just as hard as 
you had to study your original matter, and that is the reason why no con- 
clusions have been presented in the study. It isn’t complete. When we have 
25,000 or 30,000 examinations, which we will have at the end of three years, 
then we will have the subject matter together and can draw conclusions. 
So, I don’t want Dr. Wallace to believe that a statistical study is not open 
to discussion because it should make for more discussion rather than less. 

His point, that the work of the school clinics would lead to a greater 
number of admissions to the institutions, is a good point. I wish I could 


h 
Pp 
t 
Ss 
i 
i 


1928 | NEIL A. DAYTON 835 


have presented more of the tables. There were forty-seven of them in all. 
This would have given you a picture of the behavior problems and the 
personality defects that occurred in these children. There is no doubt that 
there is a certain group of feeble-minded who cannot be trained in the public 
school’s special classes and who will eventually have to be taken care of in 
institutions. This group is being isolated, in the early years of school life. 
They are being discovered by the school clinics ten or twelve years earlier 
than ordinarily woud have been the case. 

Dr. Seif gave us a very interesting demonstration in the recital of the facts 
in a single case. 

I was very glad to hear Dr. Baker say what he said as regards the number 
of cases being presented. Single observations of cases, while extremely 
interesting, tend to take our minds away from the larger matters under 
consideration. We take an unusual case, talk about it, tell others about it, 
and people will remember that unusual case for ten years. You give them 
figures on a table which comprises a thousand cases or five thousand cases and 
they will forget it in five minutes. The larger number of cases is something 
that is very important in any scientific discussion. The chance variation in 
small numbers is tremendous as compared with larger figures and therefore 
it is extremely dangerous to be too greatly influenced by single cases or by 
small groups of cases. We found in our study that about one and one-half 
percent of these cases were psychotic or had psychopathic personalities. If 
we had studied that group exclusively, we would have colored the problem 
of mental deficiency as a whole, and presented many unwarranted con- 
clusions. The mentally deficient child is not necessarily psychotic and not 
necessarily a poor citizen. 

I am going back to Dr. Fernald’s division of the good and bad feeble- 
minded. They are good in the majority of cases provided they have training 
and guidance from an early age. 


= 
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otes and Comment. 


MepicaL Epucation.—In his farewell address, Osler remarked 
that “ by far the most dangerous foe we have to fight is apathy— 
indifference from whatever cause, not from lack of knowledge, but 
from carelessness, from absorption in other pursuits, from a con- 
tempt bred of self-satisfaction.” For the past two generations of 
medical students there has been evident an instance of this apathy 
which justifies particularly another statement in the same address: 
“Western civilization has been born of knowledge, of knowledge 
won by hard, honest sweat of body and brain, but in many of the 
most important relations of life we have failed to make that knowl- 
edge effective.” So great has been the apathy shown by medical 
educators and curriculum-makers in regard of certain of this knowl- 
edge that some remarks of Alexis Carrel are particularly timely: 
“We must always realize that the only purpose of medicine is to 
decrease human suffering. ... . The past fifty years have been a 
period of triumph for medicine... . . 3ut we may doubt whether 
the victory has so far brought much happiness to the world. ... . 
Medicine should attempt to lead men to extreme old age without 
suffering, and also to increase their moral and intellectual value, 
because the quality of the individual is far more important than 
their quantity for the happiness and progress of the community.” 

Medical educators of the past 30 years might well have noted 
the words of Plato: “It may be said, indeed, that without bones 
and muscles and the other parts of the body I cannot execute my 
purposes. But to say that I do as I do because of them, and that 
[that] is the way in which mind acts, . . . . [is] a very careless 
and idle mode of speaking”; for they have stressed and reem- 
phasized the natural science approach to medicine, and have lost 
track entirely of the biological side of human organisms, It seems 
as if they expected their graduates to deal only in pathological 
physiology, while the Great Physician handled such matters as 
ability to understand doctor’s orders, to secure contentment, to rise 
above disasters, death of loved ones, and so forth. 
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One might say with simple honesty that the medicine of many 
schools has become demented; it is for application to creatures 
who have no mind. For any social factor entering into the bedside 
problem is regarded as an artefact, if indeed it is not the butt of 
a joke ; and the patient encounters in their average young graduate, 
a degree of social-science imbecility unparalled elsewhere in the 
populace. How far is this from “ the conception and realization of 
medicine as the profession of a cultivated gentleman ”! 

Abraham Flexner, writing “ Medical Education ; a Comparative 
Study,” 1925, remarks of the situation in America that “the high 
schools and colleges are so lax, the cultural background and home 
environment so meager, and tradition is as yet so ineffective that 
the physician is only occasionally an educated man.” It is not 
enough to see with Flexner (who, passim, seems scarcely to have 
found psychiatry or psychology in his review of medical educa- 
tion). The trouble is greater than he realizes. Preliminary training 
in mathematics, natural science, and drawing may help in so far 
as these disciplines are cultural. But a medical curriculum and 
faculty combining almost every denaturing influence applicable to 
appreciation of cultural factors in human living demands more than 
“Students who... . will certainly carry into their medical 
studies modern skill, viewpoint, and spirit,” if real physicians are 
to be turned out. 

Let us, as psychiatrists and particularly as teachers of medical 
students, as we read the article by Frankwood Williams—elsewhere 
in this issue—recall that we have inherited what remains of the 
social duty once every physician’s, and renew our efforts to preserve 
“the man as a person ” from total extinction within medicine. Let 
those of us who have permitted our course in “ Psychiatry ” to 
become asylum tours or (somewhat more blessedly) “ funny stories 
about funny people,” renew our appreciation of the light which we 
shelter against the apathy of those happy in laboratory victories, 
surgical miracles, and neurological puzzling. The teaching of an 
elementary knowledge of how men live, love, hate, and deceive 
themselves—yea, of how students in medical school compromise, 
substitute and evade personal problems—this is still good and use- 
ful. As time wings its way, the words of our leading internists 
and specialists may penetrate to the curriculum-makers. When 
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that happy day is at hand, your graduates will be prepared for the 
70 per cent of their patients’ troubles with which they now have 
no ability to cope. 


S. 


VIOLATIONS OF PROFESSIONAL AND BusINess Etuics.—At the 
meeting of The American Psychiatric Association last year in Cin- 
cinnati, Dr. John N. Thomas, medical superintendent of the Central 
Louisiana State Hospital, Pineville, Louisiana, read a paper in 
which he called attention to certain violations of professional and 
business ethics of interest to every hospital director. 

As Dr. Thomas points out, all hospital superintendents suffer 
more or less from a class of hospital employees who move about 
from institution to institution, who have no real interest in hospital 
work, nor any real capacity therefor. 

The majority of these restless and incapable individuals is made 
up of persons who have been employed as nurses or as still, and 
perhaps with greater accuracy, called in some localities, attendants. 

They occasionally bring letters of recommendation but more 
often conceal the fact, when seeking employment, that they have 
had institutional experience. 

It is difficult to determine just how to meet this problem. Some 
have advocated an interchange between institutions of lists of 
employees of this class who have been discharged or who have 
voluntarily given up their positions. This, however, savors too 
much of the “ black list.” Moreover, it would be difficult to enlist 
all hospital directors in the work, even if it were advisable and 
lawful. 

Dr. Thomas meets emergencies of this type by careful investi- 
gation of the records of those who admit previous hospital em- 
ployment, and prompt discharge of those who are found to have 
concealed such employment, as well as of those whose record on 
investigation proves to be bad. The most serious charge of abuse 
which Dr. Thomas makes is laid, not against the “tramp em- 
ployee” but against certain hospital superintendents, and is 
one which will be condemned by the association. He states that 
it is the habit of certain superintendents or of those responsible 
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for the employment of the hospital personnel “ to solicit directly or 
indirectly ” the services of nurses and officials already employed 
in other institutions. He states that he recently learned from the 
superintendent of one of Virginia’s largest state hospitals, that he 
had just lost some seventeen of his best ward employees who had 
been offered and accepted employment in an institution in another 
State. 

The Virginia superintendent alleged that no inquiry had been 
made as to the character or capacity of these persons by the 
superintendent who had lured them away nor had he apparently 
felt any solicitude as to the embarrassment which he was causing 
the head of the Virginia hospital by taking from him so large a 
group of important workers. 

Dr. Thomas himself has suffered in the same way. He states 
that on a visit to a hospital in an adjoining state he found some 
fifteen or more of his former employees at work. He learned 
afterward that the superintendent either wrote directly to em- 
ployees in the Louisiana hospital or had others do it for him. Some 
of his former employees found at this hospital had been discharged 
for incapacity or for various offenses but no inquiry as to their 
fitness had come from the hospital employing them. 

All this, of course, is in plain violation of the principles of pro- 
fessional and business ethics. Sometimes these unethical practices 
bring with them their own punishment. We have in mind an 
instance in which an assistant physician, about to be dropped for 
inefficiency, was, before the dismissal could be made, induced to 
join the staff of another hospital without any inquiry as to his 
ability or general character being made. 

In his new position he soon demonstrated his gross lack of 
fitness for the position as well as certain character defects and was 
dismissed. Some time afterward the superintendent who had in- 
duced him to join his staff said to a member of the staff of the 
hospital he had been induced to leave, ‘I thought I was getting 
a prize when I appointed Dr. on my staff, did you find him 
at all capable?”’, to which the young man’s former associate re- 
plied, “ Doctor, you never had the courtesy to ask us.” 

We think it may be safely said that, in institutions where such 
methods are in vogue, the general standards of the institution are 
about on a level with the ethical standards of the medical chief. 


He 
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Notice.—The Editor of the JouRNAL will, if nothing prevents, 
be absent in Europe from April until about the middle of Septem- 
ber. In his absence Dr. Sullivan, one of the associate Editors, has 
kindly undertaken the task of seeing the numbers for May, July 
and September through the press, with the assistance of his associ- 
ates and collaborators. 

It is requested therefore that all communications concerning edi- 
torial matters, manuscripts, etc., be addressed to Dr. Harry Stack 
Sullivan, Sheppard and Enoch Pratt Hospital, Towson, Baltimore 
Co., Md., from April 1 to October I. 

After October I communications relating to editorial matters 
should again be addressed Dr. Edward N. Brush, Greenberry Road 
(a change of street name but not of location), Mount Washington, 
Baltimore, Md. 

The Editor bespeaks for Dr. Sullivan from the members of The 
American Psychiatric Association and other readers of the JouRNAL 
that kindly consideration which has always met his own efforts to 
serve the JOURNAL and its readers. 
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THE AMERICAN PsycHIATrIc 
ANNUAL MEETING.—The next meeting of The American Psy- 
chiatric Association, the eighty-fourth, will be held at the Hotel 
Radisson, Minneapolis, Minn., June 5, 6, 7, and 8, 1928, under the 
presidency of Dr. Adolf Meyer, of Baltimore, Md. 

Professor Roscoe Pound will give the Annual Address on 
Wednesday evening, June 6. 

The Section on Epilepsy will meet Monday, June 4. All members 
of the Association are invited to attend. 

The Council will meet at 7 p. m. on Monday. 

On Tuesday, June 5, the general session will open as usual with 
the president’s address. 

For Tuesday afternoon, Wednesday and Thursday, and Friday 
forenoon, good programs are assured on the subjects of Admin- 
istration, Mental Hygiene, Pathology, Clinical Psychiatry, Phylo- 
genetics, Psychoanalysis and Psychopathology. 

On Thursday evening it is planned to have Round Tables on 
Administration, Occupational Therapy, Clinical Psychiatry, Psy- 
chopathology and Private Hospitals. Other round tables will be 
arranged on request. 

The local committee at Minneapolis has arranged for entertain- 
ment for members and guests and ladies. 

The Hotel Radisson is ready to make reservations now. 

Railroad Rates—More than ordinary efforts must be made to 
secure one and one-half fare rates this year, as only 235 members 
have stated their intention to ask for the necessary certificates when 
they buy their tickets. It seems likely that 15 more will go, but this 
year we do not have the advantage of meeting at the same time 
and place as the Association for the Study of the Feeble-minded. 
The Secretary will send full directions with the Preliminary Pro- 
grams but disclaims any responsibility if the necessary number is 
not obtained. 

Please look up railroad instructions when you receive your pre- 
liminary announcements as you may help others as well as yourself. 
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List oF APPLICANTS FOR FELLOWSHIP OR MEMBERSHIP OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION, 1928: 


W. P. Beckman, M.D., Columbia, S. C. 

Albert F. Brawner, M. D., Brawner’s Sanitarium, Smyrna, Ga. 

James N. Brawner, M. D., Brawner’s Sanitarium, Smyrna, Ga. 

Agnes Conrad, M. D., St. Elizabeth’s Hospital, Washington, D. C. 

Frank B. Fuson, M. D., Jefferson City, Mo. 

Jacob Goldwyn, M.D., Worcester State Hospital Worcester, Mass. 

M. S. Gregory, M.D., Oklahoma City, Okla. 

Milton E. Kirkpatrick, Sheppard and Enoch Pratt Hospital, Towson, Md. 
Alexander R. Martin, Sheppard and Enoch Pratt Hospital, Towson, Md. 
Elmer T. McGaugh, M.D., State Hospital No. 1, Fulton, Mo. 

Milton P. Overholser, M.D., State Hospital No. 2, St. Joseph, Mo. 

G. Ritter Smith, M. D., Reno, Nev. 

Francis H. Steeper, M.D., Worcester State Hospital, Worcester, Mass. 
Adolph Stern, M. D., New York. 

Arthur R. Woods, M.D., U. S. V. Hospital, West Roxbury, Mass. 


Post GRADUATE CouRSE IN NEUROPSYCHIATRY, COLORADO Psy- 
CHOPATHIC HospiTaAL, DENvER.—Announcement is made of a 
course in neuropsychiatry extending through the month of July, 
1928, for graduates in medicine at the Colorado Psychopathic Hos- 
pital, University of Colorado School of Medicine, Denver, Colorado. 

This course will be given by the staff of the Colorado Psycho- 
pathic Hospital and Out-Patient Department of the University 
of Colorado School of Medicine and heads of the Departments of 
Psychiatry, Neurology Internal Medicine, Pediatrics, Clinical Path- 
ology, Neuropathology, Biochemistry, etc., as follows: 


Clinical Psychiatry, Psychopathology of Childhood, Mental Hygiene, 
Lectures, Clinics, Ward and Out-Patient Work—Drs. Ebaugh, Johnson, 
Woolley and Fox of the Colorado Psychopathic Hospital Staff. 

Clinical Neurology—Drs. Moleen, Delehanty and Work. 

Mental Testing—Dr. Fox. 

Internal Medicine—Drs. Meader, Cunningham and Kemper. 

Neuropathology—Dr. Johnson. 

Serology—Dr. Mugrage. 

Biochemistry—Dr. Lewis. 

Neuroanatomy—Dr. Kingery. 

Neuro-Opthalmology—Dr. Finnoff. 

The fee for this course will be $100.00. A certificate, on satisfactory 
completion, will be given from the University of Colorado Medical School. 
Only candidates having an M.D. degree are eligible to take this course. 
Registration June 30, 1928. 

Address all communications to 

Director or CoLtorapo PsycHopaTHic 
4200 East Ninth Avenue, Denver, Colorado. 


Abhstracts and Extracts. 


McDoucatt, WILLIAM: An Experiment for Testing the Hypothesis of 
Lemarck. (British Journal of Psychology, General Section, 17: 4: 267. 
April, 1927.) 


The author feels that there has been no satisfactory experimental work 
for testing out Lemarck’s hypothesis, which he defines as “ Modifications 
of function and structure acquired by the individual organism, in conse- 
guence of its effort to adapt itself to its environment, may be in some degree 
however slight transmitted to its descendants.” 

In seeking for methods for making an experimental test, two conditions 
were necessary. “First, the adaptation investigated should be one achieved 
by the intelligent, purposeful efforts of the organism concerned. Secondly, 
it should be of such a nature that slight degrees of transmission of the 
adaptation should be measurable.” The work of Pavlov is then reported 
in which it is alleged that white mice could be trained to run to their food 
troughs at the sound of a bell. The first generation learned to do this 
after about 100 repetitions of ringing the bell, whereas the fifth genera- 
tion learned to do this after five repetitions of the ringing of the bell. This 
material of Pavlov’s was apparently a strong argument for the Lemarckian 
hypothesis, but McDougall reports that Pavlov has now entirely repudi- 
ated this experiment and no longer regards it as valid. 

In working out the nature of the experiment, several important matters 
had to be considered; first, the type of animal used. White rats were chosen 
because of: “1. Ease of care and handling. 2. Rapidity of breeding. 
3. Relatively high intelligence or power of individual adaptation of action 
to novel situations. 4. The possibility of obtaining pure-bred standard 
stock.” A plan was worked out for dividing litters into halves and obtain- 
ing controls which would resemble the experimental animals. The methods 
for this were gone into in considerable detail in order to prevent a selec- 
tion of any kind which would vitiate the results of the experiment. A 
satisfactory plan of marking by snipping the ears or applying chromic 
acid was used. 

Considerable difficulty was experienced in working out a satisfactory 
type of task. It was decided to have two different experiments and to 
divide the first litters bred into two equal half stocks, one for each 
experiment. 

The first task worked out was to train rats to run in a hollow wheel and, 
by having a section of the floor electrified, to train them to leap over this 
section at every revolution of the wheel. After carrying this procedure 
through four generations, it was given up as not being a suitable task. 
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The first generation quickly learned to leap the electrified section, thus 
avoiding shock, but succeeding generations showed more and more diffi- 
culty in learning this task. This was regarded by McDougall as evidence 
of a type of Lemarckian transmission but not the kind that he wished to 
induce and not a suitable one to use for an experimental procedure. In 
his opinion, an increased fear reaction was produced in succeeding 
generations. 

The final test as worked out by McDougall consisted of two series of 
tests, the first of which he called the “tank-procedure” and the second the 
“bath-procedure.” Briefly, the “tank-procedure” consisted in placing rats 
in a tank of water divided into three connecting lateral chambers. There 
were two methods of egress by way of gangways, one to the right and one 
to the left. Gangway B was electrified and had a strong light illuminating 
it, while gangway A was dimly illuminated and not electrified. The pro- 
cedure was to train the rats to use gangway A. A number of modifications 
of this test were imposed as time went on, so that finally a procedure was 
perfected which was regarded as satisfactory. 

The final procedure, called the “ modified or alternate tank procedure,” 
consisted in having both gangways A and B similar in appearance and 
wired for electricity and for lighting. On successive immersions of the 
rats, the current to the gangways and to the lamp was alternately switched 
from left to right so that shock and illumination always went together in 
the experience of the rats. This procedure avoided any tendency on the 
part of the rats to arbitrarily seek the right or left side. This new proce- 
dure was begun with the ninth generation of tank rats and was carried 
through with four generations. 

A comparison between the tank rats and the control rats showed that, 
when each rat was immersed six times in the fourth week after birth, the 
tank rats showed a tendency to go up the dim gangway whereas the con- 
trol rats showed a slight tendency to go up the bright gangway. McDougall 
concludes: “The difference is not very large, but in view of the large 
number of rats tested and the total number of tests, amounting to 654 for 
the tank rats and 522 for the control rats, I venture to think it is significant. 
And I am unable to account for it in any other way than by assuming that 
in the tank rats the aversion for the bright gangway introduced in the 
succeeding generations by the training process had become in some degree 
innate in the later generation.” 

In the thirteenth generation, 23 tank rats and 39 control rats were im- 
mersed six times daily for 30 days. The statistics for this work are given 
and McDougall concludes that the tank rats showed a distinct preference 
for the dimmer route on the eleventh day of training, which steadily in- 
creased, whereas the control rats showed no distinct preference for the dim 
route until the thirtieth day and then so very slightly that it is not regarded 
as significant. The general training of the tank rats is next discussed, includ- 
ing various problems and difficulties which arose during the procedure. 
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McDougall then, accepting the viewpoint that his data affords evidence 
of transmission, raises the question as to the nature of that which is trans- 
mitted. He postulates three possibilities: 1. An increase in general intel- 
ligence. 2. An increase in timidity or caution or fear. 3. A specific ten- 
dency to avoid the brightly illuminated gangway. He concludes that all 
three of these modifications may be combined but that an increase of gen- 
eral intelligence seems improbable. He is inclined to feel that the most 
probable explanation is the second one, namely, an increase of timidity, 
caution or fear. He is not certain as to whether this is a generalized sus- 
ceptibility or a specific one to the particular situation. 

The second half of the experiment, called the “bath-procedure,” con- 
sisted of a water bath somewhat similar to the tank of the first procedure 
but constructed in the form of a maze. The general technique with regard 
to the breeding of rats, controls, etc., was the same as in the first experi- 
ment. The method of training the rats was by teaching them the maze, 
at first starting them fairly close to the point of egress and gradually 
carrying them back further and further. Each rat was immersed six times 
daily and was removed from the water within three minutes if he had 
not found his way out of the maze. The details of this procedure are too 
involved to be given in any brief abstract. 

The rats were trained for a period of 12 days and a careful record kept 
of their performance. The record kept was of the length of time a rat 
was immersed before finding his way out and this time chart serves as the 
basis for comparison. In general there is shown a shortening of the aver- 
age time of all the rats or of the best three rats as succeeding generations 
are tested. In comparison with the control rats, there is a much better 
performance. When the seventeenth generation of rats was tested out, 
there occurred an unusual rise in the time which is not satisfactorily ex- 
plained but may have been due to the death of one of McDougall’s assis- 
tants and the substitution of a new assistant to handle that generation. The 
bath rats and the control rats are compared and the figures are worked out 
in several ways; the average time of all the rats in one generation, the 
average time for the best three rats and the total time for the best rat in 
each generation. 

McDougall draws the following conclusions: Both of the procedures 
showed results which would seem to confirm the inheritance of acquired 
characteristics. The tank procedure is superior to the bath procedure for 
working out such a problem. He admits the small number of animals 
trained in each generation is a weakness in the experiment but, because of 
the time element, this was an unavoidable weakness. 

He states: “I do not claim that the experiment here reported estab- 
lishes the validity of the Lemarckian principle; I claim merely the results 
hitherto obtained point towards such a conclusion and justify further 
experiment along similar lines.” 


BowMAN. 
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Graves, T. C.: Chronic Sepsis in Mental Disorder. (The Journal of Men- 
tal Science, 1927, 73, 563.) 


The writer states that the persistence of chronic infections in which the 
local tissues fail to respond to the invasion has a profound effect upon the 
mental processes of the individual. He gives a case of a female patient, 
aged 20, who had had a long series of illnesses with otitis media, mas- 
toiditis and sinusitis. On the maternal side there were two cases of ner- 
vous disorder in the ancestry. She had had a very irregular menstrual his- 
tory and at the age of 19 had had a depression with persecutory ideas, lack 
of interest and attempted suicide. Two months before admission she im- 
proved but later developed a typical delirium with some catatonic mani- 
festations. She was treated by non-specific protein. A course of eight 
intravenous injections of T. A. B. vaccine with five-day intervals was given. 
There was no immediate mental improvement but she ceased to lose 
weight and the serological agglutination tests showed a rise of titre. At 
this time the permeability of the brain membranes to bromides was de- 
creased. She began to improve a little later and the focal infections were 
treated, infected tonsils being removed and the sinuses being irrigated. 
She was then given a second course of non-specific protein therapy and 
ten months after her admission she was sent home on trial, later being dis- 
charged as recovered. At the end of the treatment the bromide permea- 
bility had become normal. In the discussion the author states that the 
hereditary factors “together with the progressive nature of the symptoms 
culminating in a catatonic, confused state, suggest a bad prognosis. Never- 
theless, substantial recovery .... occurred after the treatment of septic 
foci.” (He evidently considers the case as schizophrenic in character but 
its features are quite typically of the toxic psychosis type). He calls at- 
tention to chronic sepsis in the mother and the siblings and suggests the 
term “septic heredity” to connote “the effect of the maternal toxemia 
upon the child in utero.” He calls attention to the connection between the 
toxemia and the menstrual disorder. A number of items of minor interest 


are mentioned. EBAUGH 


Grant, A. R., and KirKLanp, H. D.: Spirochetes in the Brain in General 
Paralysis. (The Journal of Mental Science, 1927, 73, 595.) 


The authors call attention to the fact that in recent years there have 
been few contributions concerning spirocheta pallida in the central ner- 
vous system of general paralytics who have undergone the various forms 
of treatment. They undertake such an investigation reviewing 50 cases, 
including cases treated with malaria, with tryparsamide and phlogetan, 
some of whom had recovered at one time sufficiently to warrant their dis- 
charge. The cases were carefully selected so that none were included which 
did not show on admission the physical signs, the mental picture and the 
serological findings of a general paralytic. In no case was the spirocheta 
pallida demonstrated in the cerebrospinal fluid during life although all 
cases were studied by dark ground illumination, Alzheimer’s method and 
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the Wharton Starry method. In the sections after autopsy they found the 
Jahnel stain far more reliable than any other method. They found the 
organism in 62.5 per cent of the cases examined. Their search was very 
thorough and carefully checked. They consider that in view of the 37 per 
cent of negative cases the presence of the spirochete in the central nervous 
system is not essential for the paralytic process to progress and terminate 
in the usual fatal result. Concerning the time elapsed between the death 
and postmortem, they conclude that within due bounds this factor has lit- 
tle influence on the successful demonstration of the organism. They found 
few evidences of the spirochetes having changed their position. Contrary 
to the findings of Jahnel who found spirochetes almost without exception 
in those cases which died in seizures, in this series only 21 per cent of the 
cases showing spirochetes died in seizures, whereas 50 per cent of the 
negative cases actually so died. Cases with prolonged course were usually 
negative. The various stages of the disease seemed to have no influence 
on the presence or absence of the organism. Four cases of juvenile paresis 
all showed the organism. The only case of senile general paralysis showed 
it in abundance. Eight of eleven cases treated with malaria showed no 
spirochetes but the remaining three cases contained them in abundance. 
Three of five cases treated with tryparsamide were negative while the 
other two cases showed very few spirochetes. The serology was affected 
profoundly in the negative cases. Of the cases treated with phlogetan, one 
showed spirochetes, but neither showed alteration in the serology. The 
general distribution of the spirochete was found to be in one of the layers 
of the cortex and was never demonstrated in white matter. They were 
never found in the cortical nerve cells. The swarm or nest type was found 
in only five cases. For the most part they are scattered in units of one or 
two throughout the positive cases. As to location it may be demonstrated 
in any part of the cortex especially the anterior of the frontal lobes. 
“When absent there it has never been found in any other region of the 
brain.” The gyrus rectus was the most common site. The motor area and 
the superior frontal gyrus did not prove suitable places for its demonstra- 
tion. Outside the nervous system, the organism was found in the aorta in 
two cases, in one of these it could not be found in the central nervous 
system. In the other the organism was also found in the adrenal cortex 
and medulla. 


EBAUGH. 


Hunter, Witt1am: Chronic Sepsis as a Cause of Mental Disorder. (The 
Journal of Mental Science, 1927, 73, 549.) 


After referring to the marked attention which focal sepsis has received 
in general medicine, Hunter discusses the relation of chronic focal infec- 
tions to mental disorders. He is especially concerned with the group desig- 
nated as functional disorders, 7. e., dementia precox, manic-depressive in- 
sanity, paranoid conditions, psychoneuroses and toxic insanities. He con- 
siders Cotton as being the prime mover in this field and calls attention to 
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the criticisms of Cotton’s work by the New York group, but considers that 
a great advance has been made in that attention has been directed to this 
factor and that all psychiatrists are in favor of eliminating all focal infec- 
tions in psychotic patients. In the field of medicine he quotes Bruce, 
Thayer and a statement by Moynihan to show the great importance this 
subject has assumed. He mentions briefly the work of Rosenow tending 
to show the selective action of different strains of streptococcus on the 
different systems of the body. To illustrate the effects in mental disorders 
he quotes one of Cotton’s cases. Briefly, a single woman, aged 55, with 
melancholia and paralysis in the ancestry, developed a psychosis follow- 
ing the death of her mother in August, 1916. She was excited, talkative, 
much depressed, agitated and self-accusatory. Admitted to hospital in Octo- 
ber, 1916, at which time dental infection was noted but nothing was done. 
She did not improve for two years when, in September, 1918, eleven bad 
teeth were extracted. She improved rapidly and was discharged Novem- 
ber 9, 1918. The author attributes the two years’ residence in the hospital 
to the fact that the teeth were not removed on admission. He calls atten- 
tion to the fact that all the usual etiological factors of mental disorders 
were present in the case, i. ¢., the hereditary factor and the psychogenic 
factor, but states that neither of these was responsible for her mental 
trouble although both might contribute, and he cites as evidence of this the 
fact that her mental disorder cleared up on the removal of the teeth. He 
coins the term “septic psychosis” to describe such cases. Another simi- 
lar case is presented which cleared up in three months after the removal 
of impacted and infected molars. On this ground he urges that ail focal 
infections be treated immediately regardless of the mental status of the 
patient at the time or of any apparent risk from this source. He lays great 
stress upon impacted molars and their likelihood of becoming infected 
and urges that a dental history be obtained in all cases. He next attempts 
to define his term “septic psychosis” but his description of the entity is 
not clear. He next attempts to define his term “ septic psychosis,” but his 
description of the entity is not clear. He gives Cotton's table of the inci- 
dence of focal sepsis in mental disorders. In both men and women in 
all forms of psychoses the teeth were found infected in all cases. In 
men, tonsils in 76 per cent, the stomach in 83 per cent, the seminal vesicles 
in 2 per cent and serious lesions of the colon in 10 per cent. In women, 
tonsils 73 per cent, stomach 76 per cent, cervix 80 per cent, colon 30 per 
cent. Colonic operation was performed in 13 per cent of the cases in 
women, but in only 1 per cent in males. The author considers that the 
importance of the seat of focal sepsis is not dependent on the relative 
incidents of infection in that location, but is determined by the amount 
of sepsis which may be harbored in each seat, by its chronicity and its 
virulence. For this reason he thinks dental sepsis is by far the more 
important because of the large number of foci which may be present. He 
59 
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thinks that the degree of oral sepsis cannot be expressed in terms of in- 
fected teeth and mentions a large number of other factors which have 
to be considered. He would designate the usual degrees of oral sepsis as 
slight, moderate, or severe and indicates these by the figures 1, 2 and 3. 
He then states that, especially in mental cases, the oral sepsis can often 
only be expressed by degrees varying from 5 to 10. He discusses at some 
length what he terms the “new era of antisepsis in mental disorders” and 
would have each mental hospital fully equipped for surgical work in all 
the specialties. In the discussion, Dr. Hunter’s view was supported by 
Moynihan, Watson, Cotton, Graves, Watson-Williams and Potts. Hen- 
derson, in replying, attacked Dr. Hunter’s viewpoint at great length. He 
felt that Hunter had passed over entirely too lightly all of the work done 
previous to that of Cotton. He felt that the work of Kopeloff, Kirby and 
Cheney was infinitely better controlled than that of Cotton, and moreover, 
is in accord with the opinion of psychiatrists generally. He felt that Hunter 
generalized too readily from a single case. He criticized the coining of the 
new term “septic psychosis” and commented upon his failure to define the 
clinical picture. Menzies supported Dr. Henderson’s remarks and dis- 


cussed at great length the general opinion of psychiatrists to-day on this 
subject. 


EBAUGH. 


Lima, Marcaret: Speech Defects in Children. (Mental Hygiene Vol. II, 
p. 795, October, 1927.) 


It is stated that there are three causes of speech defects in children. 
(1) The environment in the sense of those factors which tend to prolong 
baby talk and lisping or those conditions that promote timidity, jealousy, 
shyness, etc. (2) Physical disorders of various kinds. (3) Nervous and 
mental disorders which cause a large percentage of speech defects. She 
believes that the discovery of these three factors by no means solves the 
problem, but that fortunately major speech defects are found only in a 
little more than 1 per cent of the public school enrollment. She states that 
Binet testing of children with speech defects shows the average intelli- 
gence of these children to be quite within the normal range. The speech 
defects found in the St. Paul School during one year were classified as 
follows: 


Defects. 
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Physical abnormalities associated with these defects included the follow- 
ing: Defective hearing, enlarged glands, malnutrition, defective teeth, dis- 
eased tonsils, defective nasal breathing and the various malformations of 
the jaw and palate. In 1922, 42 per cent of all the speech cases enrolled in 
the St. Paul speech classes were underweight. She states that it often 
happens that the speech defect vanishes when the physical defect is cor- 
rected, but that the contrary occurs just as frequently. She thinks we 
know least concerning nervous and mental diseases and emotional abnor- 
malities in children with speech defects. The psychiatrist has helped little 
in this field and she quotes Brill as saying that out of 69 speech patients 
discharged by him as cured over a period of 11 years, only 5 were perma- 
nently cured. She states that a surprising number of permanent cures are 


effected by trained speech teachers in the public schools among younger 


children but gives no figures. A number of type cases are presented. 


Figures are given to show that the percentage of children with each type 
of speech defect differs with the age groups. Thus, letter substitution is 
a defect found mainly in the first and second grades, whereas stuttering 
increases in percentage until the high school age when it is practically the 
only defect noted. 


EBAUGH. 


Kinber, ELAINE F., and RUTHERFORD, ELIZABETH J.: Social Adjustment of 
Retarded Children. (Mental Hygiene, Vol. II, p. 811, October, 1927.) 


A follow-up study from January to June, 1926, is presented of retarded 
children seen in the Henry Phipps Psychiatric Dispensary between Janu- 
ary and June, 1921. The ages on admission to the clinic range from 2 to 
15 years, all but 8 of the cases being between 7 and 15. Organic and frankly 
psychotic cases were excluded as were also the few cases of colored chil- 
dren. None of the cases had had the advantage of any sort of special 
training prior to the first examination nor did special training during the 
subsequent 5 years enter as a factor in the social adaptation studied. The 
study began with 97 cases but 29 of these could not be located. Of the 68 
remaining, 27 were girls and 41 boys. All of the cases under 7 years of 
age were so severely retarded as to be custodial in character. There were 
4 boys and 4 girls in this group. For the remaining 60 cases the original 
I. Q. findings were used as the basis for classification of the children. The 
data for the investigation were secured on 5 points: (1) The retardation 
of the child. (2) The environmental setting in which the child had lived 
and his adjustment at the time of the first visit to the dispensary. (3) The 
environmental setting during the 5 years between the first visit and the 
present study. (4) The social adjustment at the time of the present study. 
(5) The school record. A detailed analysis is made along these lines and 
a number of type cases are presented. The results indicate quite clearly 
that the environmental factors are of much greater influence in the social 
adjustment of retarded individuals than has previously been recognized. 
There was relatively little correlation between the degree of retardation 
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and social adjustment. Of the entire group of children only 14 made satis- 
factory adjustments and of these about 4% came from good or average 
homes while 24 came from environments that were poor or very poor. 
Twenty of the children studied had been placed in environments that 
offered opportunities superior to those in which they had previously lived. 
Twelve of the 14 individuals mentioned above belonged to this group. 
Over half of the cases were or had recently been inmates of institutions. 
The defectives were custodial cases. Of the other groups, 18 of the 28 
institutional cases were corrective and only Io custodial. The authors con- 
clude that the child’s environment must be considered as an important 
contributing factor in any study of the social adaptation of retarded 
children. 


EBAUGH. 


CoRNELL, EtHet L.: Taking the Dogma Out of the 1.Q. (Mental Hygiene, 
Vol. II, p. 804, October, 1927.) 


The writer contends that, although the I.Q. is on the average constant 
within 5 points plus or minus when standard conditions of testing are 
maintained, this is simply a statistical fact which cannot be applied rigidly 
to the individual case. The I.Q. is only a part of the clinical picture which 
should not be allowed to dominate the whole. Also, it makes a great deal 
of difference who does the mental testing and derives the I.Q. She be- 
lieves that even when the I. Q. is accurately obtained, a psychological inter- 
pretation of the test is necessary before we can be sure that it is a valid 
measure of the native intellectual ability of an individual. She states that 
there are two issues; the question of diagnosis and the question of psycho- 
logical interpretation. The hypothetical case is presented of two indi- 
viduals with the same I. Q. of 70, one of whom is unable to attend to his 
affairs while the other is capable of living peaceably in the community, so 
that other factors than the mental age determine the diagnosis. The 
second issue is illustrated by the hypothetical case of a child with repeated 
school failures and an I.Q. of 78 on an examination at the age of 10 years. 
However, he had had two mental tests when in the kindergarten with I. Q.’s 
of 104 and ror. An analysis of the last test showed a tendency to begin an 
answer correctly but to wander from it to something irrelevant and another 
marked tendency to perseveration. She interprets the low I.Q. as being a 
symptom of a mental disturbance. The following question concludes the 
article: “Is it not worth while to spend the time and effort necessary to 
get all the facts, including the low I. Q., into proper prospective, and after 
that to see that something is done about it?” 


EBAUGH. 
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A Study of Somatic Conditions in Manic-Depressive Psychosis. By 
TorsTtEN SONDEN. (Upsala, Sweden: 1927.) 


The first reaction to the study of Sonden’s inaugural dissertation is one 
of regret that the group of men who are willing to pursue this type of 
exhaustive and meticulous research is rapidly diminishing. The willing- 
ness to till a stony field which involves hard and often more or less unpro- 
ductive labor is commendable. 

One of the dreams of the organic school of psychiatry is to uncover a 
somatic pathology for manic-depressive insanity. As a corollary there 
would follow a diagnostic test as certain as the Wassermann reaction, and 
a specific therapy. Sonden falls far short of these objectives but he has 
accomplished an admirable piece of work. 

Six patients were studied in detail and several others were carefully in- 
vestigated. A perusal of the psychiatric descriptions results in the convic- 
tion that the diagnoses were beyond reproach. The scope of the research 
included the temperature, pulse rate and blood pressure, respiratory rate, 
crythrocytes and hemoglobin, leukocytes, the albumin content of the blood 
serum, blood sugar, the quantity of non-protein nitrogen, urea nitrogen, 
preformed and total creatinin in the blood and the vegetative nervous sys- 
tem including the effect of adrenalin injection on blood pressure, the oculo- 
cardiac reflex and Loewi’s reaction. The aim and scope of the whole work 
was to find out whether any changes occur in the somatic condition simul- 
taneously with the psychical variations. All the observations were made fre- 
quently and repeated over a long period of time. 

Although the investigation in general did not demonstrate any underly- 
ing physical deviations which were found to be constantly associated with 
the affective oscillations and has certainly not yielded a somato-genesis for 
manic-depressive yet it was not barren of results. A number of long stand- 
ing clinical errors, notably the belief that the blood pressure is higher in 
depression and lower in excitement, have been corrected and this alone justi- 
fies the expended effort. 

The study of the respiratory rate and of non-protein nitrogen and its 
components was wholly negative. On these points, the author concludes 
that they “seem to have no connection whatever with the psychosis.” 

Almost equally negative were the findings relative to blood sugar and 
the vegetative nervous system; the augmentative effect of adrenalin upon 
blood pressure and the oculo-cardiac reflex. At best, there was some slight 
evidence in favor of the theory that depression is predominantly vaga- 
tonic and mania sympatheticotonic. 
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The number of leukocytes especially the neutrophils tended to be greater 
during mania, particularly in the beginning of the manic phase than during 
depression. 

In the large majority of instances, no connection could be traced between 
the temperature and pulse rate and the psychotic variations. In some 
cases of mania, however, a slight temperature rise and a definite pulse- 
rate increase was noted, especially in the beginning of the excitement. 
Some parallelism between psychic state and blood pressure was demon- 
strated and the pressure rose from the level of the quiescent stage both 
during excitement and depression. 

The most pertinent finding was noted in the counting of the erythrocytes. 
The conclusion that “among manic-depressives there is at least one group 
of cases where the diseased periods are accompanied by a rise in the 
erythrocyte figure and a fall at the psychic improvement” seems justified. 
The mechanical explanation advanced isa fluid redistribution between the 
blood and the tissues. 

The author attempts to explain his findings and draw inferences from 
them. He is willing to concede that motor restlessness, insomnia and the 
like may have conditioned the temperature and pulse rate variations but 
cannot believe that the blood pressure and alterations in blood fluid quan- 
tity can be similarly interpreted. The hypothesis advanced utilizes the 
vegetative nervous and endocrine systems. The two theories which have 
been advanced concerning the somatic connections in manic-depressive are 
the vaso-motoric and the toxic. The former would refer the affective 
alterations to changes in the blood supply to the prosencephalon. To-day 
it has very few advocates. 

The toxic theory has largely lacked true scientific support and, as in the 
instance of Cotton’s work, is naive and scarcely capable of verification by 
other workers. A more interesting and probably more likely elaboration 
of the toxic hypothesis involves the hormones of the endocrine apparatus. 
For instance, Stransky taught that manic-depressive psychosis is occa- 
sioned by a constitutional anomaly of similar nature as the disposition to 
gout or diabetes. In some cases the manic-depressive disposition might 
be latent throughout life, in other cases some special exogenous factors 
would excite the diseased condition. Not always will there be a question 
of strong external influences, but sometimes little strains of everyday life 
would be sufficient. The cause of the psychosis would be a toxic substance 
formed as a result of a disturbed metabolism. This substance can to a 
certain extent be held and rendered innocuous by the organism, but when 
the limit of this capacity of the organism has been exceeded, a “ Toxin- 
rausch” arises. “ The organism, however, is striving all the time to neu- 
tralize the poisonous substance, the process of repair finally getting the 
upper hand, whereby psychic symptoms disappear until a flood of new 
toxins again takes the field. In some cases the capacity of the organism 
for holding the toxic substances may gradually abate, a chronic diseased 
condition finally arising.” 
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In corroboration one thinks of the connection between manic-depressive 
and diabetes; the correlation with bodily constitution; the fact that manic- 
depressive is more common in women and that it does not arise before 
puberty. 

Various glands of internal secretion have been implicated, the thyroid, 
the cortex of the adrenals and the gonads. 

Other workers feel that certain changes in the vegetative nervous sys- 
tem are basic. Reichardt goes beyond this position and maintains that the 
vegetative as well as the psychic phenomena are secondary to disturbances 
in the brain. 

It would appear to be fairly well established that all or some part of 
the endocrine apparatus partakes of the pathology of manic-depressive, but 
whether it be primary in the endocrine or in the vegetative or in the cen- 
tral nervous organs is a matter of conjecture. 

In any event, Sonden’s contribution is thoroughly scientific and admira- 
ble in the restraint by which its conclusions are attended. 

STRECKER. 


Companionate Marriage. By Jupce Ben B. LiInpsey and WAINWRIGHT. 
Evans. (New York: Boni & Liveright, 1927.) 


Companionate marriage has been such a common topic of discussion by 
the general public during the past year that a careful perusal of Judge 
Lindsey’s views on the subject is worth while. A great deal of the dis- 
cussion assumes for companionate marriage a meaning which Judge Lind- 
sey specifically denies and it appears that the majority of those discussing 
the subject have no conception of what the author’s idea of companionate 
marriage is. The following definition is quoted from the preface of the 
book: “Companionate marriage is legal marriage with legalized birth 
control and with the right to divorce by mutual consent for childless 
couples, usually without payment of alimony.” 

Judge Lindsey emphatically states that he believes in monogamy, that he 
does not believe in trial marriages which he regards as psychologically 
quite different from companionate marriages. He insists that the modern 
conception of marriage is quite wrong and that if marriage is to survive 
as an institution there must be radical changes in our laws. 

He is extremely scathing in his criticism of the modern religious views 
of marriage, as is shown by the following quotation: “ No pagan love cult 
has ever existed, in ancient or modern times, that has ever devised a con- 
ception of human conduct so harmful as this so-called Christian, sacra- 
mental, church formulated, church maintained fake that we are pleased 
to call marriage. The pagan world has the decency and good sense to 
recognize that eroticism is not marriage. It took Christendom to make 
eroticism and marriage morally one and inseparable by decreeing no other 
relation between the sexes permissible in the sight of God and Holy 
Church.” Judge Lindsey’s view is that marriage was made for man and 
not man for marriage and he quotes Christ’s teachings with regard to 
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the Sabbath in this respect, pointing out that this was exactly the attitude 
which Christ took towards the formal teachings of His day. He quotes 
Christ’s attitude towards adultery in which He is said to have told the 
sinning girl that He did not even condemn her. He likewise points out 
that the older patriarchs had concubines and several wives and that this 
was pleasing in the sight of God. He wishes to know if the Church can 
be absolutely sure that God may not have changed His mind about our 
present scheme of marriage since He must have changed it with regard 
to ancient marriage. 

Judge Lindsey has a practical program to suggest. He wishes to have 
definite laws passed allowing the teaching of birth control and divorce by 
mutual consent. He claims that this would not result in more divorces 
but in fewer and that it would make marriage a more stable, normal and 
happy institution. He points out that both of these conditions are going 
on surreptitiously and that everyone recognizes this but feels called upon 
to profess a type of morality which he does not practice. He states that 
all he wishes to do is to legalize and have practiced openly what is being 
done illegally and surreptitiously at the present time. 

The whole book is somewhat loosely written with a great many repeti- 
tions and contradictions. Judge Lindsey professes to quote psychoanalytic 
views, yet it is doubtful how orthodox the views which he professes are. 
For example, he states as follows: “One explanation advanced by psycho- 
analysis is this: A boy grows up through his early childhood with the 
mother image predominant in his mind. He expects fidelity and constancy 
from his mother because he always gets it... .. ” Ts this orthodox psy- 
choanalytic doctrine? What about the jealousy of the father, the desire 
to supplant him in the mother’s affections, the ideas of infidelity about the 
mother, all of which are so constantly emphasized by the psychoanalytic 
school? 

As an example of the contradictions which are frequently found in the 
book, on page 38 he insists that a husband who condones the infidelity of 
his wife often becomes ill and vice versa. “ But a husband can be unfaith- 
ful, either with or without his wife’s knowledge, with no apparent ill 
effects on him and she can do likewise without any ill effects on her.” Yet 
on page 50 we find the account of the case of a man who is secretly carry- 
ing on an affair with another woman and who is apparently having a great 
deal of emotional turmoil over it. Likewise, in other parts of the book he 
recounts cases where husband and wife condone the infidelity of the other 
with no ill effects. He brings out a very correct conclusion—* Physical 
health is intimately linked up with the mental health and violations of 
custom, however rational they may seem, can ruin health, shorten life and 
destroy happiness.” 

If we try to understand what he means by divorce by mutual consent 
we find ourselves involved in difficulties. On page 254 he finally makes 
the following admission: “ Broadly speaking, it seems hardly conceiva- 
ble that it could often be wise to maintain a marriage, especially a child- 
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less marriage, when it has ceased to be a marriage by mutual consent. 
Lacking mutual consent in marriage, then the one alternative in logic and 
fact would seem to be divorce by mutual consent. So why not call it that?” 
On page 255 he states, “ Usually divorce is indicated when a marriage has 
ceased to be ‘by mutual consent.’ It is hard to see how the unloved part- 
ner in such a union could reasonably or wisely or rightly withhold ‘ con- 
sent’ to such divorce, however painful it might be to yield it except when 
the rights of children were involved or else some other vital consideration 
and, even when there are children, divorce is often the wiser course.” 

The book contains a large number of case histories taken from his own 
experience. The author evidently expects everyone to be shocked by his 
disclosures. Probably a considerable number of readers will react in this 
manner, although when compared to the average intensive case study in 
psychiatry, Lindsey’s histories are extremely naive, superficial and cer- 
tainly contain no more pornographic material. 

The book is full of violent and bitter denunciations of organized religion, 
the Ku Klux Klan and the so-called conservative type of citizen. One 
gets Judge Lindsey’s personal views of religion, sex and morals generally 
as one goes through the book. The shortcomings of our present day civili- 
zation are pointed out. No minister dare be open minded or think for 
himself. The lawyers are against Judge Lindsey’s plan of companionate 
marriage because it will take a lot of business away from them. Social 
workers are shown in many cases to be quite unfitted for their work. On 
the other hand, Judge Lindsey has an inherent faith in human nature. He 
wishes the doctrine of original sin and depravity to be thrown overboard 
and holds it to be responsible for a great deal of harm. 

Spaces does not permit giving all the views expressed in this book. To 
the average psychiatrist, there is nothing new or startling. Judge Lindsey 
has made no new discoveries. He simply advocates certain views and 
marshals data which have long been familiar in support of his views. 

For the average lay reader, there is probably a great deal of new ma- 
terial. A wide reading of the book will probably be a good thing. Although 
the material is presented in a very one-sided and biased manner, the author 
constantly urges his readers to think for themselves, stating, “It is im- 
moral to be afraid of reality: to distrust the truth is the ultimate infidelity : 
intolerance is the ultimate cowardice.” 

Furthermore, the following quotation from Havelock Ellis seems a rea- 
sonable conclusion: “I am in general sympathy with your companionate 
marriage. Nothing could be more reasonable or more moderate and it is 
absurd to suppose there is anything revolutionary or immoral in the pro- 
posal. On the contrary, I do not know who is to-day doing better work 
as a moralist than you are. You are saying about marriage exactly the 
same things as Jesus said about the Sabbath—that marriage is made for 
man and not man for marriage.” 

Kart M. Bowman, M.D., 
Boston Psychopathic Hospital. 
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Psychopathology. Its Development and Its Place in Medicine. By BERNARD 


Hart, M.D. (London), F. R. C. P. (London): (New York: The 
Macmillan Co., 1927.) 


The major portion of this 150 page volume consists of the three “ Gouls- 
tonian Lectures,” delivered in March, 1926, and an appendix to one of these. 
Dr. Hart here undertakes “to describe the history of psychopathology as 
a branch of medicine, to evaluate its achievements, and to consider how 
far it has succeeded in establishing a secure position within the fold of 
science.” The professional student of the abnormal mind will find it a book 
to enjoy, not without profit, in his leisure hours; the exceptional layman 
with a penchant for psychology, a book to study. It should inoculate, quite 
painlessly, the more frenzied apostles of psychoanalysis with a wholesome 
dose of skepticism ; awaken the purblind reactionary who has not seen the 
wheat among the chaff to the possibilities of the new psychology; and clarify 
the viewpoint of the floundering skeptic who finds it difficult to appraise 
the fervent arguments of his partisan colleagues. For here the logic of a 
critical mind, whose rational processes are unusually systematic and relevant, 
are made lucid by a literary ability rare among those who habitually tra- 
verse the mazes of technical verbiage. 

By “ psychopathology,” Dr. Hart means “ not a mere description of men- 
tal symptoms, but an endeavor to explain disorder or certain disorders in 
terms of psychological processes.” After a brief review of the earlier 
sporadic appearances of a genuinely psychological point of view in medi- 
cine, the author shows that “the actual historical line of development has 
its roots, though hardly its logical ancestry.” in the seventeenth century 
ideas of animal magnetism.” Originating in the principles promulgated by 
Golcenius in 1608, Kircher in 1643, and Maxwell in 1679, this movement 
culminated in Mesmer’s “ De Planetarum” in 1766. Dr. Hart emphasizes 
that their observations were indubitably sound, although their theory of a 
magnetic body fluid controlled by planetary movements was phantastic. 
Later students recognized that anesthesias, paralyses, and somnambulism 
were more readily induced and removed in “neuropathic” subjects; and 
in 1843 Braid formulated the idea of “ suggestibility.’ The author con- 
siders this the first definitely psychological conception hypothecated to ex- 
plain this accurately observed group of facts. 

Dr. Hart, although admiring the thorough work of the Salpétriére school, 
feels it has not been of primary historical importance. He believes that 
Charcot’s one significant contribution was the recognition of hysteria as a 
definite clinical entity, and believes his failure to make a permanent contri- 
bution to the elucidation of the cause of mental disease was due to his 
unfortunate notion that hypnosis was produced by physical means. Bern- 
heim’s work, on the other hand, is regarded as the direct antecedent of the 
therapeutic doctrines of Dubois, Dejerine, and Babinski, and has therefore 
participated directly in the advance of psychopathology. 

But the investigation of the etiology of mental disease, which was the 
next important development, has traversed a different road than this ad- 
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vance of suggestive therapeutics. Dr. Hart regards Janet as the great 
pioneer in his formulation of the definitely psychogenic conceptions of “ dis- 
sociation” and the “subconscious”; comments on his astuteness in ob- 
serving, first, the peculiar distribution of anesthesia, and secondly, the rarity 
of accidents in hysteria; and calls his conception of psychasthenia a “ re- 
markable generalization.” Thus, the work of Janet, supplemented by 
Prince’s experiments, went a long way in clarifying the “how” of mental 
disease; and the Frenchman’s vague idea of “ psychological tension,” also 
anticipated those later conceptions which deal with the “why” and 
“whence” in psychopathology. 

This later “dynamic conception in psychopathology has derived its chief 
impetus from the work of Freud, but it must not be forgotten that a paral- 
lel dynamic aspect made its appearance in academic psychology with the 
development of the conception of instinct.” Dr. Hart then traces the origi- 
nal studies of Breuer in 1890, his collaboration with Freud, and the develop- 
ment of the latter’s conceptions of the “unconscious,” the mechanisms of 
the psychoneuroses, and the “ sexual theories”; and then devotes considera- 
ble space to outlining the expansion of the earlier conceptions of “ libido.” 
He ascribes the origin of the Freudian idea of “narcissism” to Jung's 
treatise on Dementia Precox in 1907, and shows how it later became an 
integral part of Freudian doctrine as a result of the study of war neuroses. 
For to explain these new observations, it was necessary either to relinquish 
or to expand the belief in the dominance of sex, to the exclusion of other 
instinctive forces. The author finds the consideration of Freud’s later work, 
especially Das Ich und Ias Es, too involved for the scope of this essay. 
But it is desirable anyway to establish first the validity of the earlier formu- 
lations; for these constitute the basis of his later views. 

He does, however, briefly consider Adler’s substitution of a “ will-to- 
power” for the “libido principle.” He likewise regards Jung’s “ collective 
unconscious,” based as it is on essentially the same observations, to be an 
alternative for the “sexual theories.” Unfortunately, he avoids extensive 
consideration of the Zurich analyst on the ground that his tenets involve 
so much philosophy that they are beyond the scope of scientific criticism. 

Interwoven with this historical survey, without confusing the orderliness 
of the two streams of thought, is the critical analysis of psychopathology 
as a science. Dr. Hart is laudably consistent throughout in adhering strictly 
to Karl Pearson’s standards, which he early in the volume has accepted 
as his criteria in the appraisal of the scientific status of psychopathology. 
“Science,” he says, “is characterized, not by the nature of its attack, 
the facts with which it deals, but by the method of its attack..... 
This method consists in the collection of facts, the classification of facts 
collected, and finally the construction of conceptions which serve to explain 
these facts.” He demonstrates that “laws,’”’ which constitute the third 
step of scientific method, frequently hypothecate imagined entities which 
cannot possibly be observed, and may even involve qualities contradicting 
our own general experience. The author then clearly shows how “there is 
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nothing in this definition to exclude from the field of science mental as 
opposed to material facts, nor psychological as opposed to other concepts.” 
The observations of men such as Maxwell, Mesmer, and Charcot clearly 
accomplished the first two steps which constitute the “ descriptive” phase 
of science; their conceptions, however, were physiological and physical and 
have been completely invalidated. Janet’s conception of “ dissociation” ful- 
fills all the canons of science because it not only explains the facts but can 
be experimentally verified by such maneuvers as automatic writings. 

The most valuable and thorough portion of these lectures is the applica- 
tion of these principles of scientific method to the precepts of Freud. Dr. 
Hart first argues ingeniously that the essential idea of “ purposefulness ” is 
not an unscientific one, although it is alien to that “ identification” of cause 
and effect which characterizes the logic of “mechanistic sciences.” He 
gives little space to Freud’s simplest conceptions, such as conflict, repression, 
condensation, representation by the opposite; for their wide-spread accep- 
tance has now placed them outside the controversial sphere. But he dis- 
cusses at length the validity of the “unconscious” and the “ sexual 
theories.” He believes that Freud’s methods of empirical observation and 
concept formulation are irreproachable scientific procedures, but the trust- 
worthiness of observations must be carefully scrutinized. After dismissing 
the more trivial criticisms of the unconscious which result from a con- 
fusing tendency to regard it as a statement of phenomenal reality, whereas 
it should be judged as an explanatory concept, Dr. Hart says: “ The ques- 
tion whether Freud’s conception of the unconscious is valid is of course 
another matter. On the score of method there is no objection whatever to 
its form and structure, but to satisfy the canons of science it must be shown 
that it is based on accurately observed facts, that it explains those facts, 
and that the deductions which follow from it when tested by experience 
and experiment are always found to be verified. These are the only criteria 
which have any relevance if the value of Freud's concept is to be satisfac- 
torily estimated.” 

As many students have verified Freud’s observations when they use his 
technique, Dr. Hart does not question their accuracy; but he does find it 
essential to examine psychonalysis. “ This method,” he says, “ intervenes, 
as it were, between the actual facts of observation and the prepared facts 
upon which the concepts are based, and it is of such a nature that the possi- 
bility of distortion cannot with certainty be excluded.” Freud himself long 
ago recognized that the patient’s so-called memories may not refer to actual 
events; and Dr. Hart agrees with the contention, that phantasy is as valu- 
able a fact as the recollection of actual experience, adequately disposes of 
this objection—but only so long as the psychic forces which distort the facts 
arise within the patient’s own mind. “It is quite another matter, however, 
when the flow of thought is influenced .... by the intervention of the 
psychoanalyst.” Thus the emotional relationships which are established, 
the fact that the mental state is altered during the course of the investiga- 
tion by the preconceptions of the analyst, the particular moments chosen for 
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intervention or emphasis by the doctor—such factors in the method ap- 
pear to vitiate the evidence. Therefore, it is “impossible to accept the 
thesis that Freud’s theories are based on facts of observation.” 

But Dr. Hart is far from wishing to shatter the conclusions of the psy- 
choanalysts. He points out that his objections are somewhat attenuated by 
the fact that Freud’s earlier discoveries were the result of a process much 
less open to criticism than modern psychoanalysis; and that the scantiness 
of objective verification and dependence upon introspective inferences is a 
defect in every branch of psychological research. Furthermore, he con- 
siders that the studies of mythology and folklore, though difficult to esti- 
mate, “ provide formidable arguments in favor of, at any rate, some of the 
findings of psychoanalysis.” The phenomena observed in insanity, likewise 
objective and uninfluenced by the physician, are still stronger confirmation 
of Freud’s concepts. The author finally concludes: “Although the theories 
of Freud do not attain the standard demanded by the canons of science, 
some of his conceptions approach very nearly to that standard, and per- 
haps as near as any psychological conception can approach.” 

The latter part of the volume consists of two essays, “The Psychology 
of Rumour,” and “The Methods of Psychotherapy,” published originally 
in 1916 and 1918, respectively. Obviously, their preparation has not entailed 
the thorough analysis and care in presentation which distinguishes the 
“ Gaulstonian lectures,” and their important features have been incorporated 
in the latter work. 

A diligent critic can easily find flaws in this book. He might suggest that 
one acquainted with the later work of Pawlow would not have stated 
without qualification, “so far as the phenomena which Freud seeks to 
explain are concerned, the psychologist cannot yet give an explanation 
which consists of more than words”; or hint that the mention of Leacock’s 
earlier description of hysteria would have helped Dr. Hart to minimize 
Charcot’s contribution. But such litigious fault-finding is appropriate only 
when the author is attempting a minute and precise exposition. The present 
work of Dr. Hart, however, is not such a treatise. It is an essay, and, as 
such, admirably fulfills the author’s intention. 


Ives HENDRICK. 


